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ANTICOAGULANTS IN CLINICAL PRACTICE. 


By W. McI. Ross, M.D., M.R.C.P., M.R.A.C.P., 


From the Department of Pathology, University of 
Melbourne. 


Since the introduction of anticoagulant drugs, the field 
of their application in clinical medicine has widened 
steadily until we are told now of their value in such 
widely divergent conditions as “white leg” and dissemi- 
nated sclerosis. In recent months two accounts of their 
use in other lands have been the subjects of “Current 
Comments” in these columns,” and medical practitioners 
generally are aware that heparin and dicoumarin are 
potent drugs. Control of dosage has been the main problem 
facing those who sought to adopt their use; but there is 
also uncertainty as to the main field of their proven 
application. Certain aspects of these problems were 
studied over the period of a year spent in the Department 
of Pathology and the Department of Medicine in the 
University of Leeds during the tenure of a travelling 
fellowship. No attempt is made in this paper to review 
the recent advances in the use of anticoagulants in clinical 
medicine or to provide a complete guide to the subject. 
This communication has the object of setting out informa- 
tion that has proved valuable in knowing when to 
administer an anticoagulant drug and to describe in detail 
a method of controlling the administration of dicoumarin 
which has the virtue of simplicity in practice. Reference 
to individual papers is made only to amplify some special 
Point. A debt is owed to the literature in general upon 
this subject, especially to papers from the Mayo Clinic. 


The firmest field for the use of anticoagulants has been 
established in the prevention and management of the 
thrombo-embolic sequele of operations. There is a 
Prevalent misconception that pulmonary embolism is the 
Prerogative of surgical patients; but the fallacy of this 





ce 

has been adequately emphasized by Carlotti et alii. In 
their experience pulmonary embolism was twice as 
frequent in medical patients as in those who had recently 
undergone operation. There is adequate evidence to show 
that in the latter cases the source of the emboli is a 
phlebothrombosis in the lower limbs or in the pelvis. 
(The term phlebothrombosis is applied to the bland throm- 
botic process arising apparently spontaneously in persons 
confined to bed for any reason at all.) The commonest 
points of origin are believed to be the veins of the foot 
or calf, but the process often escapes notice until the 
occurrence of pulmonary embolism. This arises usually 
only -after involvement of the larger veins, such as the 
popliteal or femoral veins. Thus there should be a chance 
for the clinician to detect the earliest manifestations of 
the process. The origin of emboli in medical cases is 
less certain and requires further investigation. 


Indications for the Use of Anticoagulant Drugs. 


There are no reliable statistics as to the number of 
surgical patients in whom phlebothrombosis occurs, but 
pulmonary embolism is seen after about one in every 
hundred operations; one in every five cases of embolism 
is fatal. The cost of the treatment and the labour 
involved preclude any general prophylaxis with anti- 
coagulants, especially when one considers their relative 
infrequency. There are other approaches to this problem, 
chiefly through a study of the published works upon the 
frequency of the accident of pulmonary embolism in 
certain patients and after certain operations. 

1. Thrombotic complications are twice as frequent in 
females as in males, and in both sexes a great majority 
of them are seen in patients over the age of forty years. 

2. The operations of splenectomy and of removal of 
pelvic organs—rectum and uterus—are followed by pul- 
monary embolism in between 3% and 4% of cases. 

3. Operations upon blood vessels carry a real risk of 
spontaneous clotting at the site of operation. 
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4. If there is a history suggestive of some complication 
of a thrombotic nature in a previous operation, the risk 
of a second one is increased in any subsequent surgical 
measure. Such considerations as these help to define a 
group of surgical patients for whom routine prophylaxis 
by means of anticoagulants given post-operatively is 
justified; in some centres their routine use in the cases 
outlined has. been adopted for some time and the published 
results all agree in stating that the prognosis is much 
improved, as judged by the absence of pulmonary 
embolism in patients to whom the appropriate drugs have 
been administered. 

Careful observation of patients after operation or of 
those who are confined tq, bed for any length of time may 
reveal evidence of phlebothrombosis in the lower limbs. 
This is not the place to discuss critically the case for or 
against ligation of thigh veins in these cases, but reports 
of the use of anticoagulant drugs once pulmonary embolism 
has occurred suggest that it is a measure at least the 
equal of surgical intervention (Allen). The use of 
anticoagulants in the presence of phlebothrombosis before 
any embolic accident has occurred is a therapeutic measure 
of such undoubted value that clinicians must become more 
adept at recognizing the symptoms and signs of inter- 
ruption to the venous return from the foot and calf. The 
most useful of these are the following. 


Pain and Tenderness in the Calf or Foot. 


Pain and tenderness in the calf or foot are to be found 
in almost all cases of phlebothrombosis. Often the pain 
is of such slight degree that no complaint is made, so 
that a direct question may be necessary. A useful routine 
which takes little time is the firm palpation of the feet 
and calves of patients immobilized in bed, especially when 
they are set in Fowler’s position, to seek a tender spot. 
The adoption of such a measure as this does not mean 
that one should insist any less upon the importance of 
early and repeated active contractions of the feet and legs 
of patients put to bed, for the improvement in prognosis 
following this simple measure has been one of great 
significance. If there are any suggestive findings, con- 
firmatory signs should be sought. 


Homan’s Sign. 

Homan’s sign is the occurrence of pain on hyper- 
extension of the foot on the calf. This sign, which nearly 
always accompanies those mentioned above, was first 
described by the American surgeon whose name it bears; 
it is of value because of the ease with which it can be 
elicited. 


Circulatory Upset of Local Nature. 


Local circulatory upset is seen almost as frequently as 
the two-previously mentioned groups of symptoms and 
signs, and when elicited it is of more value because of 
its objective nature. It is of importance to examine the 
area involved correctly, for only in this way will early 
cases -be recognized. Local swelling of the foot accom- 
panied by cyanosis is most readily seen after the _ foot 
has been allowed to hang over the side of the bed for 
three minutes or so. When the calf is affected, mensura- 
tion is a valuable indication of the wdema present, 
because comparison with the other side or with measure- 
ments made before the patient was put to bed serve to 
emphasize the venous obstruction present. 


Tachycardia, Fever and Leucocytosis. 


Tachycardia, fever and leucocytosis may accompany the 
phlebothrombosis in a small percentage of cases, but are 
of little value, because local signs can usually be found 
at least twenty-four hours earlier. 


Further Indications for Anticoagulants. 


Non-fatal pulmonary embolism must be regarded as an 
indication for the urgent use of anticoagulants. It is 
likely that the correct diagnosis is missed in many post- 
operative examples of this condition, the condition passing 
for simple pleurisy. A stitch-like pain under the ribs or 
the expectoration of blood-stained sputum after an opera- 








tion should make the clinician seek for the source of the 
embolus, and even if this cannot be demonstrated with 
certainty a course of anticoagulant drug is worthy of 
consideration. 

Phlegmasia alba dolens, or “white leg”, is also an 
indication for the immediate use of anticoagulants, for 
much can be done to prevent the otherwise intractable 
and disfiguring cdema of the leg which follows this, and 
pain is relieved speedily. It is safe to give anticoagulants 
in the puerperium; but when dicoumarin is used it is 
advisable to check the level of prothrombin in the blood 
of the infant if it is breast fed or, failing this, the infant 
can be given vitamin K as a prophylactic measure against 
a dangerous fall. 

In true thrombophlebitis the spread of .the process is 
speedily terminated by the use of anticoagulants, which 
should be started as soon as the diagnosis is made. 

It appears probable that some patients will develop 
pulmonary embolism in spite of careful watch over them, 
but the more skilled and the more thorough the search, 
the more likely it is that such an accident will become 
less frequent and less of a “bolt from the blue’’. 


The Nature of the Drugs. 

For the rational use of heparin and dicoumarin some 
knowledge of their properties and their limitations is 
essential. 

Heparin. 

Heparin was discovered in 1916 by Howell and McLean, 
and, as the name implies, it was obtained from the liver. 
There is considerable evidence that heparin is a physio- 
logical substance normally present in the circulation in 
small amounts to maintain fluidity of the blood. It is 
believed to act by preventing the formation of thrombin 
from prothrombin. The outstanding advantage of heparin 
is that it prolongs the coagulation time almost as soon as 
it enters the circulation, and owing to its relatively rapid 
destruction in the blood stream normality is regained 
within four hours even if an overdose is given. Protamine 
sulphate given intravenously will inactivate heparin 
almost instantaneously should this effect be desired. It 
has two disadvantages—parenteral administration is 
essential, and the cost of the drug is very high. The 
usual form available must be given by intravenous 
injection. On theoretical grounds the ideal method would 
be by continuous intravenous drip; but in practice inter- 
mittent intravenous injection at intervals of four to six 
hours is found to be effective. This disadvantage can he 
overcome in part by the use of improved vehicles for 
intramuscular injection, but they are not in general use 
yet. The present cost of adequate treatment with heparin 
in Australia is about three pounds a day. 


Dicoumarin. 

Dicoumarin, or ‘“ Dicumarol ” — 3,3’-methylene—bis(4- 
hydroxy-coumarin)—was introduced as a result of the 
work of Link and his collaborators, and now is produced 
synthetically at an inconsiderable cost. Dicoumarin prob- 
ably acts by suppressing the formation of prothrombin in 
the liver, for its use brings about a fall in the prothrombin 
level of the plasma. Oral administration is effective, but 
the level of prothrombin is not adequately reduced until 
forty-eight to seventy-two hours after treatment is begun. 
It requires from three to seven days after administration 
of the drug has ceased for the coagulation of the blood 
to return to normal. This means that energetic measures 
may be required to restore normal clotting in a case in 
which too great a reaction to dicoumarin has occurred. 
However, the ease of administration and the cheapness of 
the drug make dicoumarin the anticoagulant of choice in 
most cases. The main problem is the controlling of its 
dosage—a point which requires further explanation. 


Estimation of Prothrombin Content of the Blood. 

There is no direct method of determining the absolute 
amount of prothrombin in the blood which is applicable 
to clinical medicine. We are forced to use indirect observa- 
tions based upon the present conception of the clotting 
mechanism. 
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Prothrombin + thrombokinase + calcium — thrombin. 

Thrombin + fibrinogen —> fibrin. 

If we devise a system in which thrombokinase and calcium 
are present in constant amounts well in excess of normal 
requirements for clotting, the time that is taken for the 
formation of a fibrin clot under standard conditions will 
be an estimate of the amount of prothrombin present in 
the plasma tested. Once the properties of the system are 
known, one can construct a curve for progressive dilutions 
of normal plasma. Then for any given time determined 
by the same system on plasma of unknown prothrombin 
content one can determine the prothrombin content in 
terms of normal. The various factors involved in this 
system have been considered by Hurn et alii. 

Personal experience has shown that any source of 
thromboplastin can be used for the control of dicoumarin 
therapy, provided one first becomes familiar with its 
properties. The most useful sourcés are those that have 
a prothrombin time for normal undiluted plasma of about 
twenty seconds. Thromboplastin derived from acetone 
extract of rabbit brain has the disability of being hard to 
prepare in a standard manner, and also the milky nature 
of the solution renders rather more difficult the recognition 
of the end-point in cases in which the prothrombin value 
is low. A reliable source of thromboplastin has been 
found in commercial Russell viper venom, the use of which 
has been described by Fullerton. ‘“Stypven” (Burroughs 
Wellcome and Company) has given satisfaction, for it 
withstands long storage in the ordinary refrigerator in 
the form in which it comes from the manufacturers; it 
is marketed in a handy size for the performance of a 
small number of tests; it will keep in the refrigerator 
for three days after being mixed, with very little loss 
in potency; and it is a clear and colourless fluid which 
gives a sharp end-point even when the prothrombin value 
is low. Experience has shown one or two minor difficulties, 
when “Stypven” is used. Different batches of the venom 
give slightly different prothrombin times for normal 
plasma, although in the lower dilutions the difference is 
usually inappreciable. Such loss of thromboplastic power 
as is seen with storing of the mixed venom for three or 
four days in the refrigerator igs also of little importance 
in low prothrombin values. In order to overcome any 
such variations, a valuable procedure is to control all 
treatment with a 20% dilution of normal plasma in 
normal saline solution, the same reagents being used in 
each case. When this is done the aim of treatment is to 
have the prothrombin time in each tube about the same. 
The test is as follows. 


Reagents. 


Five millilitres of blood may be collected and either 
placed at once in a dry oxalate tube or added to one 
containing 0-5 millilitre of a one-tenth molar solution of 
sodium oxalate. It is not desirable that a tourniquet 
should be on the arm for long when the sample of blood 
is being obtained or that the skin should be punctured 
on several occasions; such trauma causes the local libera- 
tion of thrombokinase, which may affect the result. The 
blood must be mixed thoroughly to prevent clotting and 
then allowed to form a sediment or centrifuged slowly. 
The clear plasma is used for the test. 

The plasma is recalcified in the course of the test by 
the addition of an equal volume of one-fortieth molar 
solution of anhydrous calcium chloride. Thromboplastin 
is best prepared just before use, but mention is made 
above of its properties on storage in the refrigerator after 
being mixed. Scrupulously clean glassware is essential, 
for even small amounts of the reagents remaining on the 
glass of tubes or in pipettes from previous tests can 
upset the results. The test is best performed in small 
flocculation tubes, and it is desirable to have three pipettes 
each made to deliver 0-2 millilitre, one for each reagent. 
The only other equipment necessary is a water-bath that 
can be maintained at 37° C. 


Technique. 


The technique is as follows: 0:2 millilitre of both the 
Plasma to be tested and the thromboplastin are introduced 





into a clean tube, which is incubated in the water-bath for 
a few moments. Into this is blown 0-2 millilitre of the 
calcium chloride solution, and at the same moment a stop- 
watch is started. The tube is rotated and tilted gently 
until a soft clot appears; this is the end-point, and the 
time taken for the clot to appear is known as the pro- 
thrombin time. When “Stypven” is employed this time is 
about twenty-one seconds for normal plasma. It is a 
simple matter to determine the time for varying dilutions 
of normal plasma in 0°85% saline solution. Owing to 
dilution of the fibrinogen, clotting of all the fluid in the 
tube is not seen; but a cloud of floccules appears in the 
clear mixture of fluids and may be seen readily against 
any good source of light. The end-point is always sharp. 


There are theoretical grounds for believing that when 
plasma is diluted, dilution of certain poorly defined anti- 
coagulant substances also occurs. It does not follow that 
the prothrombin time for a 20% dilution of normal plasma 
is the same as the prothrombin time for plesma that 
contains 20% of prothrombin. In most cases the difference 
does not appear to be significant, and one is justified in 
assuming that they are the same for the control of 
dicoumarin therapy. 


Results. 


Table I shows the range and the mean of prothrombin 
times obtained by determinations upon progressive dilu- 
tions of normal plasma in 0°85% saline solution. The 
number of samples tested in each case is indicated, and 


-the mean values are plotted graphically in Figure I. 


TABLE I, 





Number of 


Dilution. Range. Mean. 
Samples. 


(Percentage.) (Seconds.) (Seconds.) 





17 to 25 
21 to 26 














The type of curve obtained is such that substitution on 
it of prothrombin time in seconds for an unknown sample 
of plasma will give a reliable indication of the pro- 
thrombin content in’ percentage of normal. Figure | 
indicates clearly that as the lower range of prothrombin 
values is approached a flattening of the curve occurs; 
thus small changes in prothrombin content at about the 
therapeutic level are reflected by moderately large changes 
in the’ prothrombin time. The advantage of this in the 
control of dicoumarin therapy requires no emphasis, and 
it is a property especially of those systems in which the 
normal prothrombin time is about twenty seconds. 


Administration of the Drugs. 
Heparin. 


It was indicated above that heparin requires intra- 
venous administration, and at intervals of not more than 
six hours. The aim of treatment is to increase the 
coagulation time of the blood to between fifteen and thirty 
minutes (normal, three to seven minutes). For most 
adults a dosage of 300 milligrammes of heparin spaced 
evenly throughout the twenty-four hours is adequate, and 
it is not essential to carry out any determinations of 
coagulation time during the period of administration of 
the drug. The initial dose should be of 100 milligrammes, 
but later doses of 50 milligrammes are usually sufficient. 
For the best results the coagulation time should be checked 
to make certain that dosage is adequate, but in an emer- 
gency this can be omitted. The injection may be given 
just as it is obtained from the ampoule, and no special 
conditions of storage are required; but leaks from around 
the site of puncture are apt to be painful. In cases in 
which no veins are readily accessible it is usually satis- 
factory to set up a slow intravenous drip administration 
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of normal saline solution, at a speed just sufficient to 
prevent clotting in the vein at the end of each four-hour 
period, and to give the heparin into the tube at intervals 
of four hours. 

Usually the administration of dicoumarin is started at 
the same time as that of heparin, and the latter is dis- 
continued after thirty-six to forty-eight hours. Further 
mention of this is made below. Heparin may be given 
safely for long periods, but the cost and the difficult 
tedium of its administration make this form of treatment 
rather unpopular. , 


Dicoumarin. 

Dicoumarin is easier to give than heparin; but the 
necessity for daily estimations of the prothrombin content 
of the blood still makes venipuncture inescapable. Three 
critical values for prothrombin content must be borne 
in mind at all times during dicoumarin therapy: (i) 30% 
of normal—above this level spontaneous clotting may take 
place; . (ii) 20% of normal—the therapeutic optimum; 
(iii) 10% of normal—about this level spontaneous bleeding 
may occur. The level of 20% is the one which appears 
to give the best results in all hands, and is especially 
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Graph to show the alteration in the mean prothrombin 
coagulation time for > dilutions of normal 
plasma. 


recommended by the Mayo Clinic (Barker®). There is 
work which suggests that lowering to a level between 
35% and 50% is effective when the drug is used purely 
in a prophylactic capacity, but once any thrombotic process 
is suspected, the lower level should be maintained. 


The daily amount of dicoumarin required is an 
individual matter which varies from patient to patient, 
and there are some who require surprising amounts in 
order that the level of prothrombin may be reduced to 
20%. As a routine measure 300 milligrammes of 
dicoumarin are given after blood has been taken for a 
prothrombin time estimation. This should be given in 
the one dose, and thereafter it does not appear to matter 
whether the daily requirements are given in divided doses 
or all at once. On the next day 200 milligrammes are 
given, but no determination of the prothrombin content 
is required, for the fall is never great in the first twenty- 
four hours. On the third and all subsequent days estima- 
tion of the prothrombin content must be made before 
the dose of the drug for that day is given. If the level 
is falling and is approaching 20%, no dicoumarin is given 
for that day; further dosage depends upon the level 
twenty-four hours later. Whenever the level is 25% or 
greater, and especially if this figure represents a rise 
in the past twenty-four hours, a dose of 200 milligrammes 





is given, and this is repeated each day so long as the 
level of therapeutic aim is not attained. Usually after 
about ten days the level is more or less stable, and a 
common finding is that 200 milligrammes are required 
every other day. This dosage appears to prevent any rises 
to a level above 30% more readily than does a dosage 
of 100 milligrammes each day. Until one is familiar with 
the use of dicoumarin, it appears wise to make daily 
estimations of prothrombin content; but once stability 
has been achieved estimations every other day are often 
adequate. It is probable that after a period of three 
weeks of dicoumarin therapy the maintenance of such a 
strict level is not essential and that levels below 50% 
will prevent the majority of thromboembolic phenomena. 


Figure II shows the time taken for the prothrombin 
content to fall to therapeutic levels in ten cases in which 
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Figure II. 


Graph to show the time taken for patients receiving 
dicoumarin to attain the therapeutic level of 20% of 
normal prothrombin. Continuous line represents the 
mean value for ten patients who received an initial 
dose of 300 milligrammes and then 200 milligrammes 
per day until the desired level was attained. Inter- 
rupted line represents the mean value for five 
patients who received an initial dose of 400 milli- 
grammes, followed by 300 milligrammes on the second 
day and then 200 milligrammes until the desired level 
was attained. 


the dosage outlined above was given. The average times 
are plotted and it is seen that a little more than seventy- 
two hours were required for the level of. about 20% to be 
attained. Five patients were each given an initial dose 
of 400 milligrammes, and on the second day 300 milli- 
grammes, and then 200 milligrammes if required. On this 
régime the therapeutic level was attained a full twenty- 
four hours earlier; but on the fourth day a fall to rather 
too low a level was seen, although in no case was this 
accompanied by untoward events of a hemorrhagic nature. 
It does not appear that there is any real relationship 
between response to dicoumarin and such factors as age, 
sex, body weight or the nature of the condition for which 
the drug is given. Thus it is impossible to lay down 4 
standard scheme of dosage and be certain that there will 
follow either a safe response or a good therapeutic result. 

The danger of dicoumarin therapy lies in the fact that 
if the fall in the prothrombin level of the blood is exces- 
sive and hemorrhagic symptoms or signs appear, the 
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restoration of a safe level is not always a simple matter, 
as in the case of heparin. There are some obvious 
theoretical contraindications to the use of the drug: liver 
disease, in which the manufacture of prothrombin is known 
to be impaired; renal disease, in which the excretion of 
dicoumarin may be impaired; any blood dyscrasia accom- 
panied by a tendency towards hemorrhage; and hemor- 
rhaging lesions of the gastro-intestinal tract, such as a 
peptic ulcer. With regard to the first two contraindica- 
tions, cautious use of the drug with adequate control 
should be safe if there is an absolute indication for the 
use of an anticoagulant. 


When an untoward reaction to dicoumarin with hemor- 
rhage is seen, administration of the drug should be 
stopped and energetic measures pursued to restore con- 
ditions to a safe level. Transfusions of fresh blood are 
usually valuable, especially if much blood loss- has 
occurred. Also of much value are water-soluble prepara- 
tions of vitamin K for intravenous use. When given in 
adequate amounts they will raise the level of prothrombin 
sharply for periods of six to eight hours, after which 
repetition may be required. An adequate amount is 60 
milligrammes intravenously, and this dose of “Synkavit” 
(Roche) was found effective when used in some experi- 
mental observations. The oily preparations of vitamin K 
for intramuscular use are ineffective in such conditions 
as this. In my experience there are no other manifesta- 
tions of abnormal reaction to dicoumarin which require 
withholding of the drug. The prothrombin content may 
fall to low levels—for example, 12% of normal—without 
any signs of hemorrhage even into the urinary tract. 
Some workers recommend the regular microscopic exam- 
ination of the urine for hematuria, for this may be an 
early indication of hemorrhage; but even its presence 
does not mean that one should cease to administer the 
drug, but merely that one should wait until the level of 
prothrombin is once more above 20%. Some patients do 
complain of mild headache or gastro-intestinal symptoms, 
but these are not severe and may be discounted safely 
in most cases. 


Choice of Drug and When to Start Treatment. 


For routine prophylactic treatment with an anticoagulant 
dicoumarin is the drug of choice. It may safely be started 
as soon after operation as the patient is able to swallow. 
No hemorrhage from the site of operation is to be antici- 
pated, but if severe wound infection occurs there is a 
likelihood of secondary hemorrhage. 


In -cases.in which rapid action is required heparin is 
the only drug for speedily securing the desired alteration 
in clotting. Its administration is a useful routine measure 
in such cases if dicoumarin therapy is started at the same 
time, in the dosage recommended above, and the heparin 
is administered only until the dicoumarin has had time 
to become effective. When combined therapy is used, 
estimations of prothrombin content are reliable only when 
the blood is taken four hours after the last dose of heparin 
has been administered. When this is done the value 
obtained may be taken to indicate the effect of the 
dicoumarin alone. 

Conditions which require the administration of heparin 
especially are non-fatal pulmonary embolism and phleg- 
masia alba dolens. When phlebothrombosis of foot or calf 
is suspected, dicoumarin alone appears to be adequate, for 
in most cases it appears that any thrombosis in the veins 
ceases to spread before full therapeutic fall in the pro- 
thrombin content is seen; but when the popliteal veins 
or veins in the thigh are involved it is wiser to aim at 
a speedier action. When cdema of the limb is present the 
use of these drugs does not obviate such measures of 
proven value as rest to the limb, although strict immobi- 
lization is not necessary. The available evidence suggests 
firmly that once clot is demonstrable in a peripheral vein 
: “ unlikely to become dislodged by movement of ‘the 
imb. 


Duration of Treatment. 


For reasons outlined above, heparin is not usually 
administered for more than forty-eight hours. Dicoumarin 





may be safely given for very long periods. When used 
prophylactically it should be given in full dosage until 
the patient has been up out of bed for forty-eight hours; 
in most cases this means that dicoumarin is administered 
for ten to fourteen days. However, when the .anti- 
coagulants are given for any complication, such as pul- 
monary embolism or phlebothrombosis, administration for 
a longer period is wise; the dicoumarin should be con- 
tinued until clinical recovery is complete and the patient 
has been ambulant for several days. Even after this 
period emboli have been known to appear, in which case 
a prompt return to adequate dosage of anticoagulants 
is essential. Three weeks to a month is the usual period 
of administration of anticoagulants after non-fatal 
pulmonary embolism. 

No comment has been offered on changes in coagulation 
of the blood or in its prothrombin activity which may 
accompany thrombotic complications. Cummine™ has 
recently drawn attention to one aspect of the problem. 
My own experience in this field has shown that measurable 
alterations do occur in some cases, but that they are far 
from constant, while anomalous results are by no means 
uncommon. Hurn et alii® have come to similar con- 
clusions, and doubt the value of any routine measure. 
The added work involved in the carrying out of any 
routine test is such that the measures necessary do not 
offer a return in any way commensurate with the effort 
required. There is no substitute for attention to careful 
history taking and attention to what the patient says, 
especially when one carries out simple measures of bed- 
side examination in order to elicit early signs of phlebo- 
thrombosis in the legs. With its ability to control intra- 
vascular clotting, although the drugs at present available 
are far from ideal, medicine is on the threshold of a new 
and satisfying experience. Firstly, however, physicians 
must make themselves familiar with the properties of 
these new drugs, and then become adept at recognizing 
those cases in which their use is likely to be of greatest 
value. Only in this way will the anticoagulants be able 
to take their rightful place amongst the steadily growing 
number of truly effective specific therapeutic agents. 


Summary. 


1. Attention is drawn to the fact that the members of 
the medical profession are aware of the value of anti- 
coagulant drugs, but refrain from their use because of 
inadequate knowledge of their properties and the control 
of their dosage. 

2. Certain firm indications for the use of anticoagulants 
are discussed, especially with reference to the early recog- 
nition of post-operative phlebothrombosis. 


3. A satisfactory and simple method of controlling the 
dosage .of dicoumarin is described in detail. 


4. The indications for the use of both heparin and 
dicoumarin are discussed and their dosage and appropriate 
means of administration are outlined, together with their 
special virtues, limitations and dangers, and such correc- 
tive measures for the last-mentioned as are known to be 
effective. 
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LARYNGEAL SPASM RESULTING IN DEATH. 





By C. EH. S. JAcKSson, 
_ Brisbane. 





Clinical Record. 


T.D., A GIRL, aged two years, an inmate of an institution, 
was admitted to the Brisbane Children’s Hospital on June 
29, 1947. She had not been immunized against diphtheria, 
no other history was available. On examination the child 
was pale and cyanotic with pronounced inspiratory stridor 
and chest recession. The fauces were hyperemic; the tonsils 
were very large and covered with patches of exudate, and 
met in the mid-line. Numerous rales were audible over 
both lung fields. No other abnormality was found. 
Tracheotomy was performed and considerable relief was 
obtained. On July 3 at 9 a.m. the tracheotomy tube was 
removed. At 2 p.m. the child’s breathing was obstructed 
and she was cyanosed; the tube was reinserted and thick 
plugs of membrane and mucus were sucked out. On July 8 
the tracheotomy tube was removed. On July 14 it was 
advised that a culture of Corynebacterium diphtherie had 
been grown from a throat swab. On July 21 the child had 
a “cola”, but was otherwise well, and on July 22 she was 
discharged from hospital. 

She was readmitted to hospital on August 27, 1947, with 
a letter from a doctor which stated that she was suffering 
from tonsillitis and pharyngitis and had nearly choked to 
death on that day. There was no record of respiratory 
distress while the patient was in hospital. The condition 
settled after treatment with sulphamerazine, and she was 
discharged from hospital on September 1. : 

On September 11 the child was once more readmitted to 
hospital with a letter from a doctor, which stated that she 
was suffering from difficult breathing and. cough, and 
requested tonsillectomy before her discharge from 
hospital. It was further elicited at the time of this 
readmission to hospital that she had had a “cold” since 
leaving hospital on the previous occasion, and on the 
last three nights breathing had been difficult. The 
tonsils were removed by guillotine on September 17, 
under anesthesia with ethyl chloride and ether given 
by the “open” method. Very severe laryngeal spasm 
occurred at the commencement of administration of the 
anesthetic; this was increased by extension of the head. 
Adenoid tissue was also removed and it was noted 
that laryngoscopic and bronchoscopic examination would 
be merited later. The patient was well until September 30, 
except for occasional attacks of breathlessness. On that 
day at 1.45 p.m. she was quite well; at 1.55 p.m. she was 
found “black and not breathing”. Tracheotomy was 
performed and restoratives were given, but she did not 
breathe again. 











Post-Mortem Findings. 

Post-mortem examination on October 1, 1947, showed 
the subject to be a well-nourished child with a recent 
tracheotomy opening. The brain and mastoid processes 
were normal. The tonsillar fosse were healing well. There 
was no obstruction in the respiratory tract; the trachea, in 
which there was a recent incision, was slightly congested; 
the lungs were intensely edematous but not consolidated; 
no foreign body was present in the bronchi. The stomach 
was distended with undigested food. 


Discussion. 


I had not seen the child until she was brought to the 
theatre for operation on September 17, 1947. 

The stridor was very pronounced from the commence- 
ment of anesthesia, so much so that I decided that, if the 
mouth could be opened, I would remove the tonsils and 
adenoids as quickly as possible; this was done and the child 
was taken to the recovery room which opens out of the 
adenoid theatre. Nothing particularly extraordinary was 
noted except that stridor (though less noisy than before) 
continued. The child was somewhat dusky. The work was 
continued and the child was inspected by myself from time 
to time. Some little time later I was called to the child, 
who appeared to be lifeless. Tongue and epiglottis were 
hooked forward by the forefinger and held forward while 
artificial respiration was commenced and continued till the 
child was breathing normally. <A cardiac stimulant was 
also given. Recovery was uneventful after that. 

I had decided to inspect the child’s larynx, bronchi and 
esophagus by direct -laryngoscopy, bronchoscopy and 
cesophagoscopy when the throat was reasonably healed 
and this was arranged for September 31, 1947. However, 
on September 30, 1947, the child was quite well and playing 
on the veranda when she was seen and called into the 
ward for some purpose; as the child did not come an 
inspection was made and she was found dead, as described 
in the history notes. I mention this incident as it is 
thought that a psychogenic factor produced by fear or 
emotion may have had something to do with the attacks. 

It is noted that no mention is made in the post-mortem 
notes of the condition of the esophagus, but as I was 
present I am able to state that there was no foreign body in 
the esophagus and nothing abnormal existed there. It will 
also be noted that there were no retropharyngeal abscess, 
no enlarged tonsils and adenoids, and no scarring or 
deformity from the laryngeal diphtheria or the tracheotomy 
at the time of the fatal attack. There was also no enlarge- 
ment of the thymus or thyreoid gland. The signs found 
post mortem were those one would expect to find in death 
from suffocation. 

It is also pointed out that the child was cared for in an 
institution. No suggestion is made that the child was 
treated unkindly—in fact it seems unlikely, as the child 
was in good nutritional condition and had obviously been 
cared for; but it is pointed out that institutional treat- 
ment and the absence of parental love, and perhaps 
unhappiness, may have produced a psychogenic factor that 
played a part in the production of these attacks. 


Diagnosis. 

In this case the main symptom was recurring stridor 
unassociated with any foreign body in either the respira- 
tory system or the esophagus, and this resulted in death. 

Stridor is the harsh noise produced as the air passes in 
and out of a grossly narrowed larynx and, according to 
French’s “Differential Diagnosis of Main Symptoms”, the 
causes may be classified as follows: (i) partial obstruc- 
tion inside the larynx or trachea, (ii) affections of the 
wall of the larynx or trachea, (iii) swellings outside 
compressing the larynx or trachea; (iv) bilateral abductor 
paralysis of the vocal cords due to degeneration of vagal 
nuclear nerve cells, (v) unilateral vocal cord paralysis dué 
to paralysis of a recurrent laryngeal nerve. 

We can omit as likely causes of the stridor in this case 
all causes. connected with tuberculosis or carcinoma or 
other growth, all syphilitic causes, and the classes com- 
prising complete and permanent paralysis of one or both 
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recurrent laryngeal nerves or permanent damage to the 
respiratory area in the floor of the fourth ventricle. 

The factors or causes then to be considered are approxi- 
mately as follows: (i) obstruction due to a foreign body 
inside the larynx; (ii) (@) diphtheria, (0) acute edema, 
(c) scute laryngitis, (d) stenosis due to too high trache- 
otomy wound; (iii) (a@) enlarged thyreoid, (b) enlarged 
thymus, (c) retropharyngeal abscess, (@) foreign body in 
the esophagus. To these must be added psychogenic 
factors and irritative causes anywhere within the sensory 
distribution of the vagus nerve. These causes can be 
condensed still further to those causing mechanical 
narrowing by pressure et cetera and those setting up an 
irritative process through the vagus nerve and so pro- 
ducing a reflex spasm of the muscles of the larynx. 

The mechanism of reflex stimulation of the laryngeal 
muscles is as follows. The vagus nerve is both the 
sensory and motor nerve to the larynx and, in addition to 
its sensory nuclei, it has motor nuclei for both respiration 
and phonation, which are situated in the floor of the 
fourth ventricle. The motor impulses are carried to the 
muscles of the larynx by the superior laryngeal nerve 
and the inferior laryngeal nerve (recurrent laryngeal 
nerve) which are branches of the vagus. The former 
supplies the thyreocricoid muscles and the latter all the 
other laryngeal muscles. Risien Russell showed that 
two separate bundles of fibres carrying impulses for 
respiration and phonation could be demonstrated in the 
vagus trunk and recurrent laryngeal nerves. By section 
and stimulation of the respective bundles phonatory 
(adductor) action or respiratory (abductor) action could 
be produced. It was also proved that stimulation of the 
trunk as a whole produced action in which the adductor 
action was paramount and resulted in closure of the glottis 
as in spasm. Further stimulation of the individual centres 
for phonation and respiration in the medulla oblongata 
produced action true to type. 

Risien Russell also showed that in addition to the reflex 
control there was a centre in the cortex in the lowest 
portion of the precentral gyrus that provided for cortical 
control. The “messages” from this area proceed via the 
pyramidal tracts to the respiration and phonation centres 
in the medulla oblongata. Stimulation of this cortical 
area on either side results in motor action on both sides, 
showing that each cortical centre is capable of “control” 
of both sides, even when the other is out of action. 

As already stated, stimulation of the motor centres 
results in adduction of the cords—that is to say, the 
phonatory element predominates, the glottis becomes 
closed, air enters the larynx with difficulty, and a noise is 
produced (stridor). Further, the diaphragm and _inter- 
costal muscles work overtime and with the inrushing air 
the soft parts are sucked in, adding to the obstruction. 
The epiglottis closes and in some cases is practically 
impacted in the glottis. With the obstructed breathing 
anoxemia is produced and the normal interchange of 
carbon dioxide and oxygen in the lungs is interfered with. 
The excess of carbon dioxide in the blood further stimu- 
lates the respiratory centre, the abductor muscles in most 
cases predominate, and normal respiration follows with 
the patient’s quick recovery. In other cases the child’s 
terror increases and adds to the already serious obstruc- 
tion. The increased pressure in the bronchioles and 
alveoli leads to extra strain on the heart and lungs. In 
Most of these cases with loss of consciousness the spasm 
is released and the patient recovers. Death is rare and, 
when it does occur, is due to suffocation. 

The psychogenic factor must not be overlooked, and in 
this particular case seems to be the major factor despite 
the history of laryngeal diphtheria and tracheotomy, 
enlarged tonsils and adenoids, and the finding of a stomach 
distended with food at the post-mortem examination. 

The diagnosis must lie between congenital stridor of 
infants, laryngeal stridulus and laryngeal spasm. 

In congenital stridor of infants the noisy breathing is 
Roticed soon after birth and, although there is distinct 
laryngeal obstruction, the infant does not tend to become 
cyanotic or alarmed (probably because of the constant 
Hature of the affection). At the end of two years the 
Stridor may have passed off, though it may be set up 








again temporarily by excitement. As far as we know 
there was no history of attacks of laryngeal obstruction 
before June 29, 1947; in addition, the exaggerated infantile 
type of larynx that Patterson and Brown Kelly have noted 
was not present. 

Laryngeal stridulus is associated as a rule with rickets 
and this child obviously did not suffer from that disease. 
Other symptoms of laryngeal stridulus are the periods of 
apnea following a few crowing inspirations. Contractions 
of the hands or feet may occur and there may be 
convulsions. There is no evidence of the occurrence of 
these. 

Laryngeal spasm causing death by suffocation seems 
therefore to be the logical diagnosis, as this may occur 
at any age and may be caused through the mechanism 
already described. No bronchoscopic examination was 
performed at the time, as it was not then realized that 
there was a history of several previous attacks of obstruc- 
tion; later, of course, when the child collapsed, there was 
no time for anything else but resuscitation. 


Treatment. 


Treatment in similar cases should be directed to the 
reestablishment of an airway as quickly as possible and 
the performing of artificial respiration. Hooking the base 
of the tongue forward with the forefinger is a very useful 
procedure, as it also permits of feeling to make sure that 
the epiglottis is not impacted. I have personally on previous 
occasions by this method found jammed under the epi- 
glottis of a lightly anesthetized patient (i) a large piece 
of adenoid tissue, (ii) a round ball which Professor J. V. 
Duhig unravelled for me and pinned out on a board—it 
was a cast of the trachea and bronchi. In addition, this 
method does not injure the tongue, which might be an 
important factor in the after-treatment of cases of induced 
spasmodic obstruction. Artificial respiration should be 
continued till the child breathes naturally. It is useless to 
stop to look at the pupils and for other signs. The most 
important sign is the first inspiration the child itself 
makes. Tracheotomy, according to the literature, should 
rarely be necessary, but should always be performed if an 
airway cannot be established in any other way. Cardiac 
stimulants, cold water and other restoratives should be 
used as required. In cases in which psychogenic factors are 
suspected, efforts should be made to allay fear by sympa- 
thetic handling of the child. Diet should be attended to 
and huge meals just before bedtime should be avoided. 
The child’s sleeping quarters should be well ventilated 
and, in a climate such as that of Queensland, the child 
would probably do better sleeping on the veranda than 
elsewhere. Of course such possible aggravating factors as 
enlarged tonsils and adenoids should receive attention as 
soon as possible. 

— 


Reviews. 


OLD AGE. 


OLIVER WENDELL HOLMES once wrote an amusing dialogue 


between Old Age and a professor. In this Old Age remarked 
that he had called on the professor for over five years and 
had left his card, which, consisting of three vertical lines 
between the eyebrows, had not been read by the professor. 
He was accustomed to people sending back a message that 
they were not at home, but continued leaving cards for 
five or even ten years, and if at last he was not let in, he 
broke through the front door or the windows. A. L. Vischer 
has written a comprehensive and interesting little book 
which should help all interested in old age from the social, 
medical, domestic or personal point of view to understand 
something of Browning’s optimism when he wrote of “the 
last of life, for which the first was made”.*. Like Vischer’s 
essay on prisoners of war, “The Barbed Wire Disease”, it is 
a piece of special pleading, but rests on firmer foundations, 
describing every aspect of old age with knowledge and 
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1“Old Age: Its Compensations and Rewards”, 
Vischer, M.D., with a foreword by Lord Amulree, M.D., 
1947. London: George Allen and Unwin, Limited. 
pp. 200, with illustrations. Price: 12s. 6d. 
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sympathy. The author does not lead us into the intricacies 
of studies of cell metabolism and the like, but traverses 
briefly the attempts that have been made to penetrate the 
mystery of senescence. He describes quite enough of the 
processes of involution to make clear what happens to the 
machine, and points out in particular the vascular and 
endocrine changes that are significant, cr ominous, depend- 
ing on how one looks at the position. He rightly stresses 
the importance of capillary degeneration in the circulatory 
decline, and is cautiously sceptical of the endocrine sub- 
stitutes for_the fountain of youth. He points out, however, 
that the curve of accomplishment. dogs not follow the same 
pattern in all as the years go by, and that in some walks 
of life particularly it is in the later years that fulfilment 
comes. He illustrates this by many references to the great 
deeds done by famous people in old age, and the book is 
adorned by four pairs of plates reproducing paintings by 
great artists, showing how the products of old age had a 
ripe mastery and understanding not attained fully in earlier 
years. This book is a mélange of science and history, but 
it is most interesting to read for this reason. It is not 
sufficient, however, for the aging, a class including in the 
strictest sense most of the people in the world, to plan and to 
look forward to the years ahead as years of promise, nor for 
medical men and women to learn to handle old people with 
due physical and psychological understanding. It is neces- 
sary also for a community to help in the practical solution 
of that growing problem, what to do with aging people. It 
is not enough, Vischer makes clear, te give them comfort 
and diversion; they need activity, and by this a community 
can profit. He has been instrumental, as Lord Amulree 
points out in a preface, in establishing homes for aged 
people in Basle, where, thanks to the enlightened policy of 
the Canton authorities, hospital care is readily at hand, and, 
more important still, useful work may be carried out by the 
inmates as lay workers, if they so desire it and are able 
to do so. Vischer describes also practical contributions to 
the utilization of older people in industry, particularly in 
America, where he remarks that the voice ef Pitkin was not 
one crying in the wilderness when he wrote his famous book 
“Life Begins at Forty”. Movements have been started to 
attempt a better balance between the younger and older 
generations, not to appeal for sympathy for the older, but 
to show that it pays to employ elderly people. 


It is a truism that the problem of how to employ leisure 
today is increasing; it is a challenge to modern society, for 
man cannot live either by bread alone, or by the “panis et 
circenses” of, the Romans. Vischer’s book should.raise the 
self-esteem of the aging and convince them that it is better 
to read the visiting card of Old Age, and treat him as a 
friend, or at least not as an! enemy or a burglar. Perhaps 
wider recognition of the importance of the whole subject 
would awaken the social interest it deserves. 





THE MEDICAL ANNUAL. 


For some years now we have advocated the development 
by medical practitioners of the “Medical Annual habit’, 
and our readers may feel that the repetition is monotonous. 
However, the appearance of “The Medical Annual, 1947”, 


provides further justification for the suggestion.’ Its . 


experienced editors, Sir Henry Tidy and A. Rendle Short, 
have produced a volume well up to its usual high standard. 
The publishers in an introductory note have apologized for 
the late appearance of this, the sixty-fifth volume, but they 
have had many production difficulties to cope with. Paper 
restrictions have also made it difficult to meet the regular 
demand for the book. 

“The Medical Annual” is much more than just a volume 
of abstracts. Each subject included (and a wide field is 
covered) is discussed by a competent authority who has 
collected and collated the relevant literature published 
during the year; and in many cases the subject is discussed 
as a whole. In the 1947 volume the subjects of compre- 
hensive articles include notably the surgical treatment of 
hypertension, folic acid, adenoma of the bronchus, penicillin 
and streptomycin, tracer substances, the pneumonias, 
surgical problems of the newborn babe and early infancy, 
and, not least, rubella and congenital malformations (the 
last-mentioned article is contributed by Charles Swan, 





1“The Medical Annual: A Year Book of Treatment and 
Practitioner’s Index’, edited by Sir Henry Tidy, —r M.A., 
M.D. ge F.R.C:P ., and A. Rendle Short, M.D., B.S., B.Sc., 
F.R.C.S.; 1946. Bristol: John Wright and Sons, Limited. 
London : Simpkin Marshall (1941), Limited. 83%” x 54”, pp. 566, 
with illustrations. 

















formerly of Adelaide). A new section, contributed by 
F. A. E. Crew, deals with the growing subject of social 
medicine. The section on legal decisions and legislation 
is particularly interesting. 

Other customary features maintained in this volume are 
the editors’ introduction which provides a very brief but 
comprehensive survey of the year’s advances and activity; 
“The Practitioner’s Index”, in which is a brief description 
of new pharmaceutical products and medical and surgical 
appliances introduced during the year; and a list of English 
and American medical works and new editions published 
during the year. This book is full of useful information 
and the editors and publishers are to be congratulated on 
the standard that has been maintained in subject matter 
and general production. 





THE TREATMENT OF RHEUMATISM IN GENERAL 
PRACTICE. 





First published in 1933; Copeman’s “The Treatment of 
Rheumatism in General Practice’ has now reached a fourth 
edition. This is not surprising considering the excellence of 
this little book. Dr. Copeman has had an extensive 
experience in the rheumatic diseases. Amongst many other 
posts, he has filled the position of medical secretary to the 
Empire Rheumatism Coungil. He has written a very valuable 
book, full of practical common sense, which cannot fail to be 
of the greatest assistance to the general practitioner seeking 
help and wise guidance in the management of his rheumatic 
cases. 

With the visit to Australia of Dr. C. B. Heald, also a 
member of the Empire Rheumatism Council, interest in 
rheumatism and arthritis has been greatly stimulated in the 
Commonwealth. Copeman’s book comes at an opportune 
time. Its main aim is to concentrate on practical thera- 
peutic methods which are available to the general prac- 
titioner. This it does very well indeed, and there is little 
ground left uncovered. But it does more than this. In 
Parts 1 and 2 it gives a clear and concise account of 
rheumatism in its various forms. Part 1 deals with the acute 
conditions, rheumatic fever and chorea. Part 2 deals with 
the chronic rheumatic diseases, and a simple classification is 
adopted, into: A—non-articular, including fibrositis, neuritis 
et cetera, and B—articular, including the rheumatoid or 
atrophic type, the osteoarthritic or hypertrophic type, and 
gout. 

Copeman emphasizes the fact that successful treatment is 
dependent on accurate diagnosis, and he does not neglect 
this aspect of the subject. The present edition has been 
brought up to date and presents the modern teaching in the 
diagnosis and especially the treatment of rheumatic affec- 
tions. This book has received favourable notice in previous 
reviews in this journal. The present edition maintains the 
same high standard as the others. 








SKIN MANIFESTATIONS OF INTERNAL DISORDERS. 





WIENER is to be congratulated on his “Skin Manifestations 
of Internal Disorders”.’ He has coined a new word, 
“dermadrome”, as a synonym for true skin manifestations 
of internal disease. 

The book deals exhaustively with all types of internal 
disorders with a skin component, drug eruptions, skin 
diseases associated with pregnancy and psychogenic diseases. 
A wealth of bibliographical material forms a most useful 
element. 

This work should be regarded as an essential for the 
library of every dermatologist and general physician. Excel- 
lent black and white illustrations appear throughout the text 
and the six coloured plates provided are greatly in advance 
of most plates seen in other dermatological books. A useful 
series of tables is provided at the end of the volume. The 
index provided has been chance checked and found correct 
in all cases. 





1“The Treatment of meen in General Penctes’ iy 

. S. C. Copeman, O.B. .A., M.D. (Cantab.), .R.C 
(London); Fourth ‘Edition; 1946. London: Edward aa 
and Company. 83” x 54”, pp. 272. Price: 12s. 6d. 

2“Skin Manifestations of Internal Disorders (Dermadromes)”, 
by Kurt Wiener, M.D.; 1947. St. Louis: The C. V. Mosby 
Company. Melbourne: W. Ramsay (Surgical) Proprietary, 
Limited. 83” x 63”, pp. 690, with many illustrations, some 0° 
them coloured. Price: 94s. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


$< ——___—__ 
THE MEETING OF THE FEDERAL COUNCIL. 


ONcE again the Federal Council of the British Medical 
Association in Australia has held a meeting. The meeting 
was held at the usual time for the first meeting in the year 
and at Melbourne, its usual venue. The gap between this 
and the previous meeting had been unusually long and 
the items on the agenda paper were a formidable list. At 
the same time there was no interruption that a conference 
might be held with a minister; no deputation of friendly 
society members had to be received; and the Council could 
set about its business in a calm and leisurely fashion. 
This does not mean that the report of the meeting pub- 
lished in this issue does not contain matters of importance 
which members of the Branches should not “read, mark, 
learn and inwardly digest”. On the contrary, there are 
several aspects’ of the report to which special attention 
should be drawn. One which members will regard as 
of personal interest, because it will touch their pockets, 
is the fact that most members of the Council think that 
the time has come to put into effect its long-determined 
establishment of a full-time secretariat. 
Council has decided to have a full-time secretariat, there 
is a notice of motion, standing in the name of one of the 
New South Wales members, that the decision be rescinded. 


Whether the motion for rescission is carried or not, it. 


would appear that before very long the Federal Council 
will have a full-time secretary, together with a suitable 
office and staff. The Treasurer of the Council gave an 
estimate of the additional expenditure which would be 
involved—£1291 a year, with an initial expenditure of some 
£600 for office furniture and equipment. This estimate 
appears to be conservative, but even if it is not, it means 
that more money will have to be found in the future 
and this must come from an increase in the per capita 
Payments from the Branches. The point which we wish 
to make is that the work of the Federal Council will 
continue to grow, that its cost will increase and that the 
Branches must be prepared to foot the bill. Many people 
are prepared to spend money if that money is provided by 
others. But in this matter the Federal Council can look 


_ measure. 


| 
| 





Though the | 


to no “others” than the Branches. What is needed is a 
live interest and a feeling of personal responsibility on 
the part of every Branch member. 


A good deal of time was taken up at the meeting in a 
consideration of the Pharmaceutical Benefits Act and its 
possible imminent introduction. The letters that have 
passed between the Minister for Health and Social Services 
and the Federal Council have been printed in full. This 
has been done in an attempt to recall to readers the 
main ground for objection by the Federal Council to this 
The objection is not one of technical detail, but 
is based on the claim of the medical practitioner to enjoy 
absolute freedom in the treatment of his patients. In its 
circulars intended for the general public the Council has 
tried to show that it does not object to the provision of 
what is known as “free medicine”, but that it wishes to 
preserve for the practitioner the right to prescribe for the 
patient any medicine that the latter may need. In spite 
of anything that the Minister or anyone else may say, the 
practitioner is not free if, in order that the patient may 
enjoy a benefit provided by law, he (the practitioner) is 
compelled to prescribe one or more drugs put on a list by 
someone else and compounded in a way which this some- 
one else had also determined. It was this determination 
to maintain their freedom which was behind the decision 
of the enormous number of practitioners in Great Britain 
who declared in the recent plebiscite that they did not 
approve of the National Health Service Act. The main- 
tenance of personal liberty is the very essence of 
democracy in which we are supposed to be living. Medical 
people know this quite well, the members of the public 
know it, and the law makers at the seat of government 
know it. Only when the maintenance of personal liberty 
does away with or takes from the liberty of another 
individual or group of individuals must some concession 
be made, and it must then be made on a mutual basis of 
give and take. This aspect can by no feat of imagination 
be introducéd. into the discussions on the Pharmaceutical 
Benefits Act. 

These remarks on freedom can, of course, also be 
applied to the section of the report of the meeting that 
appears under the heading of “Medical Planning”. We 
would direct special attention, as the General Secretary 
did at the meeting, to the letter written by the under- 
graduate students of medicine, comprising the University 
of Sydney Medical Society, to the Minister of Health and 
Social Services. This letter deals with a referendum held 
among 793 students in the Faculty of Medicine; as far as 
is known, this referendum was conceived and conducted 
entirely on the initiative of the students themselves, 
without the suggestions, advice or help of any graduate 
body. These students state that the medical profession 
should remain free to exercise the art and science of 
medicine according to its traditions, standards and know- 
ledge; further, that the individual doctor should retain 
full responsibility for the care of the patient, and freedom 
of judgement, action, speech and publication without inter- 
ference with his professional work. They also claim 
freedom for the patient in the choice of his doctor. Only 
8% of the students disagreed with one or more of the 
principles set out in the letter. Of the 65 students 
represented by the 8%, 38 thought that the only principle 
of no importance was the first, which expressed opposition 
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to any form of service that might lead directly or 
indirectly to the members of the medical profession as a 
whole becoming full-time salaried servants of the State. 

The adoption by the Federal Council of a final document 
setting out the principles of ethics cannot be allowed to 
pass without comment. These rules of professional conduct 
need to be set out especially for the guidance of new 
graduates, though we should not forget, of course, that 
older practitioners do not always call to mind all that 
should be remembered. It is hopéd that these ethical 
principles will before long be published in this journal. 
Important as an adjuvant to ethical principles is the 
issuing of a handbook for the guidance of practitioners. 
The Parent Body in England issues a most useful book, 
and the Queensland and New South Wales Branches have 
their own books. It is to be hoped that the other Branches, 
particularly those in States with medical schools (Victoria 
and South Australia), will produce books for the guidance 
of graduands. 

Two matters were brought before the Federal Council 


‘at the instance of the Editor of this journal—medicai 


education and the shortage of nurses. The reason for this 
reference will be found set out in the leading article of 
January 10, 1948. That the Council postponed considera- 
tion of the subject of medical education until the forth- 
coming report on the subject by the Home Association 
has appeared is understandable. Not so easily understood 
is the inquiry to whom the report would be sent together 
with the lack of interest shown by some members. No one 
will (we hope) question the wisdom of the Parent Body 
in its inquiry into medical education. We wonder whether 
any members of the Home Council countered the idea 
that it should act in the matter, with the question to 
whom the report would be sent and whether it was 
likely to be of use. This journal believes that the 
Federal Council stands in relation to the medical pro- 
fession of Australia in much the same relationship as 
the Council of the Association in London does to the 
profession in Great Britain. What is desired is that the 
Federal Council shall, by some constructive action, show 
a lead to the medical schools and the profession in this 
country in something as important as medical education, 
which is outside its usual sphere of action. Some of 
the Federal councillors regard as so much wasted energy 
all the discussions that extended for years over the 
elaboration of a Federal Common Form of Agreement for 
friendly society lodge practice, because when the whole 
thing was completed the Federal Council of the Friendly 
Societies’ Association stated that it could not speak or act 
on behalf of societies in the several States. Readers will 
remember that the Branches of the British Medical 
Association in the several States are now introducing 
agreements based on the Federal Common Form of Agree- 
ment, and that lodges and lodge doctors seem to be happy 
about the new arrangements. Those Federal councillors 
who can see no good in this, which is admittedly not the 
result looked for at the outset of negotiations with the 
Federal Council of the Friendly Societies’ Association, 
possibly think that time spent on a study of medical 
education may also be futile. We do not think that it 
will be, but more will be heard of this when the Parent 
Body issues its report on medical education. The Federal 
Council did not refuse to deal with the shortage of 
nurses, but merely deferred consideration. 

















Among the other notable matters dealt with by the 
Federal Council is the forthcoming establishment of the 
British Commonwealth Medical Council. The Council also 
noted with regret the statements of Mr. H. C. Barnard, 
Minister for Repatriation, to the War Widows’ Crait 
Guild in Western Australia, who were seeking specialist 
treatment from the Department. The regret was occasioned 
by the association that had extended for some years 
between the profession and the Minister when he was a 
member of the Parliamentary Joint Committee on Social 
Security. The Council also noted with surprise and 
dismay the resurrection of discussions on certification for 
the supply of rice, a subject which it was thought had 
been decently buried at previous meetings. 

Finally, reference must be made to the discussions on 
the forthcoming congress at Perth on August 15 to 21, 
1948. The details mentioned show that the executive 
committee is well advanced with its planning. Members 
of the Branches in every State are, we hope, equally 
advanced in their arrangements to make the journey to 
Perth next August. 





Current Comment, 





THE RADIOLOGIST AND THE MILLER-ABBOTT 
TUBE. 





In 1938 W. O. Abbott and C. G. Johnston’ described the 
method of “treating, localizing and diagnosing the nature 
of” obstruction of the small bowel by means of the Miller- 
Abbott tube. This tube, originally introduced by Abbott 
and T. G. Miller in 1934 for the study of the contents and 
function of the small intestine, consisted of a long rubber 
tube of small diameter with a double lumen; the tip was 
of metal, and immediately behind the tip was a rubber 
balloon which could be inflated through one of the lumina, 
the other lumen being used for aspiration of stomach 
and intestinal contents. The technique of introduction of 
the tube and its clinical use were described in an article 
by John Devine'in this journal on March 3, 1945, and 
readers are referred to that article for detailed information. 
The main therapeutic value of the tube lies in the relief 
of distension, which may produce a notable improvement 
in the patient’s clinical condition, especially valuable in 
the preparation of a patient for surgical operation. Devine 
stated that he had not seen intubation remove a 
mechanical cause of obstruction and pointed out that the 
procedure was an adjunct to surgery, not a substitute 
for it. In such conditions as paralytic ileus the use of the 
tube has produced some excellent results, and relief of 


minor obstruction due to kinks and bands has been 


reported. However, the method should not be relied upon 
if there is any suggestion of mechanical obstruction, and 
in certain Circumstances it is contraindicated; Abbott and 
Johnston, convinced as they were of the value of intuba- 
tion, stated that when gangrene of the intestinal wall 
or a clear localization of obstruction, as in an external 


‘hernia, was present, small intestinal intubation constituted 


a definite hazard. These points being appreciated, Devine 
summed up well the positive value of the procedure: 

In small bowel obstruction, immediate intubation followed 
by operation to remove the mechanical cause of obstruction 
and then slow decompression during and after operation 
by the “travelling ileostomy” provided by the tube is ideal 
treatment. 

It is understandable then that he deplored the loss of 
popularity of the procedure in Australia, a fact which he 
attributed to the difficulty of introducing the tube. This 
view is shared by others who point out the importance of 
efficiency in technique if the procedure is not to fall into 





1 Surgery, Gynecology and Obstetrics, April, 1938. 
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disrepute. E. C. Osgood‘ lists the important factors as 
“experience, persistence, patience and the use of fluoro- 
scopic control” and puts forward the suggestion that, as 
somebody must become expert in the technique of intuba- 
tion and be responsible for carrying out the procedure, 
the radiologist may well volunteer to accept this 
responsibility. Osgood is, of course, a radiologist, but we 
may well dismiss any thought that his suggestion is just 
another attempt to enlarge the field of his specialty. He 
points out the deficiencies and fallacies found in standard 
X-ray investigations of suspected intestinal obstruccion, 
and emphasizes the necessity for the radiologist to confer 
with the clinician in making his report. This cooperation 
may well extend into the stage of treatment, and possibly 
Osgood is right in suggesting that the radiologist is more 
likely to have the time and opportunity to attend to the 
exacting procedure of intubation than the surgeon. He 
describes in detail the use of fluoroscopy in intubation, 
pointing out that the radiologist is the person best fitted 
to ensure that both patient and fluoroscopist are protected 
from excessive exposure and that the most efficient use 
is made of fluoroscopy. His arguments seem logical and 
certainly form a constructive contribution towards the 
problem of keeping a valuable procedure from falling 
into disuse. It would be interesting to know the reaction 
to his suggestions of fellow radiologists and of surgeons 
accustomed to use the method. 





PENICILLIN AND BACTERIAZEMIA AFTER TOOTH 
EXTRACTION. 


It has been many times demonstrated that transient 
bacteriemia may occur after the extraction of teeth and 
it may even follow the chewing of gum or hard sweets 
or the manipulation of teeth without extraction. . Further, 
it has been clinically observed that the onset of subacute 
bacterial endocarditis repeatedly follows tooth extraction. 
It is widely believed that these facts all go together, so 
that tooth extraction is likely to bring the risk of subacute 
bacterial endocarditis to those suitably predisposed, 
especially patients with rheumatic or congenital heart 
disease, and many measures have been used in an effort to 
avoid this possibility. An improvement in the hygienic 
state of the month appears to have been of value, but 
the results of other local and general procedures (including 
the administration of sulphonamides) have been dis- 
appointing. However, R. J. Glaser, A. Dankner, S. B. 
Mathes and C. G. Harford have now reported a series of 
significant size in which penicillin was used.? Observations 
were made on 40 patients who were given penicillin before 
tooth extraction, and on 40 unselected control patients who 
had teeth extracted but were given no penicillin. The 
dosage of penicillin was 50,000 units given intramuscularly 
every two hours day and night for twenty-four hours 
before the tooth extraction; the last injection was given 
approximately twenty minutes before the extraction. 
Blood was taken for the preparation of cultures within 
one hour before the extraction, and usually within two 
minutes and always within five minutes after the 
extraction. Penicillinase was used in the culture media to 
inactivate penicillin and so to obviate false negative results 
due to the latter. 

The results were encouraging. A significantly lower 
incidence of bacteriemia followed extraction of the teeth 
of those given penicillin as compared with the controls, 
though penicillin did not completely prevent bacteriemia 
in a number of cases; study of the penicillin resistance 
of the organisms indicated that this failure was not due 
to resistant bacteria. No significant effect of penicillin 
was apparent amongst patients with normal gums, but the 
results were fairly striking amongst those with evidence 
of gingival disease. When only one tooth was removed the 
beneficial effect of penicillin was significant; when mul- 
tiple extractions were performed, bacteriemia occurred 
with equal frequency in each series. The use of penicillin 





1 Radiology, November, 1947. 
2 The amatioets Journal of Medicine, January, 1948. 





decreased the incidence of bacteriemia whether infiltration 
or block anesthesia was used. 

It will be interesting to see if other investigators are 
able to confirm these results, but for the moment it 
appears that something of real value has been demon- 
strated. As Glaser and his colleagues point out, although 
the penicillin may not effect complete sterilization of the 
gums or elimination of organisms from the blood stream 
in every case, it may yet prevent subacute bacterial 
endocarditis by inhibiting the bacteria after their 
implantation on the endocardium; and, in any case, the 
reduction in the incidence of bacteriemia is by no means 
negligible. The proposal is made that patients with rheu- 
matic or congenital heart disease who are to have teeth 
extracted should be given penicillin in large doses prior 
to operation. In the presence of gum infection it should 
be given for at least twenty-four hours before operation. 
In all cases it should be continued for at least two days 
after operation or longer, especially if the site of extraction 
does not heal. Single extractions should be preferred to 
multiple ones. This is elaborate as a routine procedure 
and most people are likely to want confirmation of its 
value before urging it on their patients. Just the same, 
it may well be a life-saving advance. 





AND SULPHONAMIDES IN TYPHOID 
FEVER. 


PENICILLIN 


TYPHOID FEVER is sufficiently rare in this country 
nowadays to make the assessment of methods of treatment 
rather difficult. Occasional cases do, however, occur, and 
it is important to know the value of modern forms of 
therapy. In 1946 C. J. McSweeney reported the results 
of treatment with sulphathiazole and penicillin of six 
subjects of typhoid fever admitted to the Cork Street 
Fever Hospital in Dublin; the effects appeared to be 
rapid and satisfactory, although McSweeney readily 
admitted that it was unwise to draw general conclusions 
from such a small series of cases. It is interesting and 
necessary to note a report in the same issue of The Lancet 
in which R. Winston Evans described his investigation of 
the sensitivity of 66 strains representing 16 different 
phage types of Bacterium typhosum; he found a con- 
siderable variation of sensitivity which was independent 
of the phage type. Both of these reports are referred to 
in a recent discussion on the subject by C. G. Parsons,’ 
who summarizes the experience of physicians in military 
hospitals in the Middle East where cases of typhoid fever 
are constantly under observation. Results and opinions 
of the value of the treatment were collected from various 
hospitals, a control group being observed in each case. 
There was a total of over fifty cases. Parsons explains 
with complete frankness and in detail the anomalies and 
flaws in the data, and declines to make any statistical 
analysis of the figures. However, he quotes the opinions 
ot the physicians concerned at the various hospitals and, 
as independent observers, the unanimity of their impres- 
sions is rather convincing. In practically every case “the 
natural history of the disease’ (as one physician expressed 
it) “was quite uninfluenced by the treatment with 
penicillin and the sulphonamide”. In a few isolated 
instances it was thought that the treatment caused some 
reduction in the degree of toxemia, but this was not the 
general experience. Various reasons are offered by 
Parsons which might explain why the results obtained 
differed from those reported by McSweeney, and it is not 
suggested that the effectiveness of the method is finally 
disproved. In any case, the conclusions apply only to 
“typhoid fever as it occurs in the Middle East”. However, 
the main conclusion reached is worth quoting in that it 
suggests some essential practical points in evaluating the 
method anywhere; it is that the treatment “would have 
to produce much more dramatic results in the way of a 
rapid cure of the illness if the disturbance to the patient 
of repeated injections was to be counterbalanced”. 





1The Lancet, July 27, 1946. 
2The Lancet, April 3, 1948. 
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Abstracts from Wedical 
Literature. 


DERMATOLOGY. 


Acne Rosacea. 


L. Tutipan (Archives of Dermatology 
and Syphilology, November, 1947) states 
that, in his belief, most, if not all, cases 
ef rosacea are due to a vitamin B 
complex deficiency, and all the factors 
usually put forward, such as alcoholism, 
pelvic congestion, menopausal flushing, 
vasomotor disturbances of the male 
climacteric, gastro-intestinal disorders, 
focal infections et cetera, may be 
exciting or underlying factors, but are 
not immediately causal. Although 
avitaminosis has been mentioned as 
one of the possible causes of acne 
rosacea, it was never considered as 
the primary cause in most or possibly 
all cases. The author’s studies of cases 
in which large doses of vitamin B com- 
plex were used support his contention 
that vitamin B deficiency is the primary 
cause in most or possibly all cases. 
Achlorhydria was observed in only 30% 
of the cases and dilute hydrochloric 
acid as a therapeutic adjunct was found 
not to be necessary. In many cases 
of rosacea there is a decided sensitivity 
to both X rays and ultra-violet rays. 
X-ray therapy is of limited value. 


Psoriasis of the Hands. 

M. C. Caro AND F.. E. SENEAR (Archives 
of Dermatology and _  Syphilology, 
November, 1947) state that, although 
psoriasis, exclusive of the pustular type, 
is said rarely to affect the palms and 
so is seldom considered in the dif- 
ferential diagnosis of lesions on the 
hands that are not pustular or vesicu- 
lar, there is an atypical form of 
psoriasis which affects the hands alone. 
In their experience the lesions~ of 
psoriasis on the hands are much more 
often papulo-squamous in nature than 
pustular. Patients with generalized 
psoriasis will at times present papulo- 
squamous lesions also on the hands. 
In these cases the diagnosis of the 
lesions on the hands is made obvious 
by the characteristic generalized erup- 
tion. In several instances the authors 
were able to observe patients in whom 
lesions on the hands only were present 
for a variable time and in whom other 
lesions of psoriasis later developed in 
more typical locations, thereby making 
the diagnosis more certain. In such 
eases the diagnosis was _ definitely 
established by histological features in 
biopsy specimens taken from the hand. 
The lesions of non-pustular psoriasis 
of the hands are seen most often on 
the extensor surfaces of the joints of 
the fingers amd on the knuckles, fre- 
quently on the sides of the fingers and 
at times on the palms and finger tips. 
They may be confined to the, fingers, 
the palms being spared, and are usually 
bilateral. On the joints they tend to be 
rounded, while on the sides of, the 
fingers and on the palmar surfaces 
they are more ovoid, elongated or 
irregular in shape. ‘Irrespective of size 
or shape, they are always’ sharply 
circumscribed, varying in colour from 
that of slight erythema to a dusky 
brownish shade. On the joints and 
sides of the fingers the scale is thin, 
and it exhibits a silvery sheen only 
after scraping. On the palms and finger 
tips the scale tends to be thicker and 





more lamellated. On the finger tips 
especially the fissures may be deep and 
painful. Non-pustular psoriasis must 
be distinguished from chronic dermato- 
phytosis, nummular eczema, chronic 
dermatitis, neurodermatitis, kerato- 
derma climactericum and syphilis. In 
the absence of changes in the nails or. 
other typical psoriatic lesions the 
clinical differential diagnosis may at 
times be difficult. The final arbiter in 
most cases, however, is the biopsy. The 
lesions are extremely resistant to treat- 
ment in this type. 


Kaposi’s Varicelliform Eruption. 


I. RucHman, A. L. WELCH AND 
KATHERINE Dopp (Archives of Dermat- 
ology and Syphilology, December, 1947) 
state that Kaposi described a syndrome 
in children consisting of an eruption 
and a febrile reaction as a complication 
of preexisting atopic dermatitis. Lesions 
usually appeared over the old atopic 
dermatitis, but occasionally invaded the 
neighbouring healthy skin. The lesions 
went through various stages of vesicu- 
lation, umbilication, desiccation and 
rupture. The acute lesions appeared 
in recurrent crops for many days, and 
when they finally healed only signs 
of the original atopic dermatitis 
remained. Four cases of Kaposi’s 
varicelliform eruption are reported, of 
which three were in adults. One patient 
had a clinical relapse of the disease 
thirty-nine days after the first attack; 
and between these attacks, on the 
twenty-second day after the first 
episode, she had labial herpes. Each 
of these patients had been in contact 
from five to ten days preceding the 
onset of Kaposi’s varicelliform eruption 
with one or more persons who had 
labial herpes. The three adults had 
been successfully vaccinated at an 
earlier date. None of the four patients 
had any known exposure to vaccine 
virus preceding the development of 
Kaposi's varicelliform eruption. Peni- 
cillin, plasma and immune globulin 
failed to influence the course of the 
disease. A filterable agent recovered 
from the cutaneous lesions of each of 
these four patients was shown by histo- 
logical methods and appropriate cross- 
immunity tests in animals to be a strain 
of herpes simplex virus. ‘An increase 
in antibodies was demonstrated in two 
patients. The authors’ four cases add 
corroborative evidence to that already 
,accumulated that Kaposi’s varicelliform 
eruption may be produced by infection 
with herpes virus in persons having 
atopic dermatitis. The recovery of the 
herpes virus distinguishes this disease 
from eczema vaccination, which is due 
to infection with the vaccine virus in 
persons having atopic dermatitis. 


-Sensitivity to Sulphonamide 
Ointments. 


. HeLen R. GOTTSCHALK AND R. S. WEISS 
(Archives of Dermatology and Syphil- 
ology, December, 1947) performed a 
study to determine what percentage of 
a group of 200 volunteers could be 
sensitized to three different sulphon- 
amide ointments. An attempt was 
made to test the same persons with 
all three ointments in an effort to 
determine whether sensitivity to one 
sulphonamide drug _ predisposed _ to 
sensitivity to another. The three oint- 
ments were: (i) a 5% sulphadiazine 
ointment with the ointment base 
adjusted to pH 70 to 7:5, (ii) a 
5% sulphathiazole ointment with pH 
7-0 to 7:5, and (iii) a 5% sulphadiazine 





ointment with pH 81, so that the 
sodium salt of sulphadiazine was 
present. The patch test was applied 
with the three ointments and the base 
as a control. They were removed 
forty-eight hours later and the areas 
observed. The areas were again 
observed in 96 and 120 hours. When 
ten or more days had elapsed after 


| removal of the first patches, the patches 


were reapplied and removed in 48 hours 
and observed in 96 and 120 hours. The 
number of persons sensitized to the 
sulphonamide ointments by means of 
patch tests was small: 2°3% to the 
first ointment, none to the second oint- 
ment, and 0:49% to the sulphathiazole 
ointment. A higher percentage of 
sensitizations to the sulphonamide 
drugs was observed by others who were 
using sulphonamide ointments in the 
treatment of superficial infections and 
injuries. However, in the patch test 
the material is applied only once, in 
only a small amount and to one area 
of skin. Under actual conditions of 
use of such an ointment the oppor- 
tunity for sensitization may be much 
greater, as the ointment may be applied 
several times during the day and over 
large surfaces. The actual area exposed 
in such applications might be a factor 
in sensitization. The authors are 
inclined to change the views which 
they had previously held, namely, that 
the sulphonamide drugs are _ highly 
potent sensitizers. They would like to 
qualify that opinion by stating that 
the sulphonamide drugs are probably 
highly potent sensitizers when they are 
applied over relatively large areas of 
skin and particularly on damaged skin. 
Moreover, they believe that when 
sulphonamide drugs are used on the 
skin for more than five days the pos- 
sibility of sensitization is greatly 
increased. . 


Acrodermatitis Pustulosa Perstans. 

W. Sacus, G. M. McKee anp M. J. 
ROTHSTEIN (Archives of Dermatology 
and Syphilology, December, 1947) report 
eleven cases to corroborate histological 
evidence previously offered by them 
that the majority of cases of so-called 
pustular psoriasis are not related to 
psoriasis. In each of the eleven cases 
there was no personal history nor any 
clinical observations of psoriasis. No 
significant abnormalities were revealed 
in mycological examinations and no 
foci of infection were detected. The 
disease usually persists for a few years 
or many years and there are spon- 
taneous remissions and exacerbations. 
During temissions the skin may remain 
excessively dry and perhaps slightly 
scaly. The elementary lesion is 2 
pustule, or it may be a vesicle which 
soon becomes a pustule. The pustules 
are sterile and distributed over any 
or all parts of the palms, soles, fingers 
and toes. Their predilection is for the 
thenar eminences of the palms and 
centre of the soles, extending to the 
inner side of the feet. As a rule the 
eruption is recalcitrant to all therapy. 
Some patients recover after removal 
of a focus of infection or as a result 
of treatment with autogenous bacterial 
vaccine. The authors believe that in 
many instances there is a spontaneous 
permanent cure. Some patients with 
the disease may have psoriasis on other 
parts of the body, and the histological 
features of the palmar and solar lesions 
are either definitely those of psoriasis 
or are compatible with them. Such cases 
may be designated pustular psoriasis. 
There are cases in which the eruption 





May 1, 1948. 


THE MEDICAI JOURNAL OF AUSTRALIA. 


561 





disappears after removal of a focus of 
infection and in which the histology is 
not that of psoriasis. The authors 
believe that the largest group repre- 
sents neither psoriasis nor a bacteride, 
but that it is an entity for which they 
suggest the term acrodermatitis pustu- 
losa perstans. The etiology is unknown. 


UROLOGY. 


Carcinoma of the Prostate. 


J. A. SEAMAN, A. J. CONNELLY AND N. 
Eonatz (The Journal of Urology, June, 
1947) review 100 cases of carcinoma of 
the prostate treated during the past five 
years by orchidectomy and stilbcestrol. 
Sixty-four patients have died during 
this period and 36 have remained alive 
for periods ranging from one to five 
years. These survivors are apparently 
well, though all of them have some 
residual cancer. Many other con- 
comitant physical troubles need care- 
ful attention if the survival rate is to 
be kept up. The above-mentioned 
treatment is obviously not a complete 
answer to the’ problem,’ though 
lengthening of life and considerable 
palliation have been achieved. 


Carcinoma of the Bladder. 


H. J. Jewett (The Journal of the 
American Medical Association, June 7, 
1947) applies the results of patho- 
logical observations to the problems of 
diagnosis and prognosis of infiltrating 
carcinoma of the _ bladder. Simple 
cystoscopic inspection must not be 
relied on, but direct palpation via the 
open bladder as well as the histology 
of the neoplasm is of prime 
importance. The four cardinal causes 
of failure with any method of treat- 
ment are: (i) preexisting metastases, 
(ii) preexisting extravesical extension, 
(iii) intercurrent complications, and 
(iv) incomplete destruction or extirpa- 
tion of the primary growth. The author 
considers that deeply infiltrating 
growths are associated with a high 
incidence of metastasis. As a rule such 
deep infiltration causes stony hardness 
which can be felt by bimanual palpa- 
tion under anesthesia. Moreover, when 
tumours of this type are seen micro- 
scopically to be poorly differentiated, 
they probably have already metas- 
tasized in all cases. Superficially 
infiltrating tumours produce in the 
bladder wall a consistency varying from 
normal to rubbery. In such cases the 
incidence of metastasis is low, unless 
biopsy shows that the carcinoma is 
undifferentiated. 

V. F. MarsHatu (The Journal of the 
American Medical Association, June 7, 
1947) compares the results of open 
surgery with those from _ radiation 
methods in the treatment of carcinoma 
of the bladder. There were 302 patients 
studied of an average age of just under 
sixty years. At this age the life 
expectancy over the general popula- 
tion is- about fifteen years. In this 
group of patients those who were 
untreated had an average time of 
survival of eighteen months, those 
treated by radiation twenty-four 
months. The percentage of the general 
Population of this age group who 
survived five years was about 88, 
while of those diseased, but untreated, 
only 10% survived five years and of 
those irradiated the survival percentage 
was 17. There were 33 patients 





subjected to partial resection of the 
bladder. Post-operative deaths were 
three. The average period of survival 
was nineteen months and _ longest 
period of survival fifty-two months. In 
11 of the 33 patients the disease was 
known to be persisting or recurrent. Of 
93 patients subjected to complete 
cystectomy with uretero-intestinal 
anastomosis, the post-operative deaths 
numbered 12. The longest survival 
time was fifty-six months. At the end 
of varying periods from a few months 
to fifty-six months sixty-one were still 
alive, that is, about 40% of the patients 
were dead. It is difficult at this stage 
in the evolution of this problem to make 
really just. comparison between the 
various methods. However, the average 
survival figures suggest that open 
surgery plays a small role in shortening 
the life expectancy of the whole group 
of patients with vesical carcinoma. 


Stress Incontinence. 


J. .C. Morr (Edinburgh Medical 
Journal, July, 1947) states that all 
gynecologists who have conscientiously 
followed up their cases will admit that 
in a disquieting, though small, pro- 
portion of cases there is no response 
to plastic operations for the relief of 
stress incontinence in women. In recent 
years there has been a sudden interest 
in America and Britain in the “sling” 
operations for this distressing trouble. 
When A. H. Aldridge described a new 
operation in New York in 1942, the 
author adopted it and has used it with 
increasing satisfaction for the difficult 
and resistant conditions. An oblique 
incision is made in the iliac part of 
the anterior abdominal wall on each 
side and a strip with attachment below 
is separated from the external oblique 
aponeurosis. A vaginal approach is 
then made, the surgeon tunnelling 
around each side of the urethra under 
the pubic bone, and the fascial strip 
on each side is pulled down by forceps 
through the rectus muscle and the pre- 
vesical space. The two fascial strips 
are then crossed fairly tightly under 
the upper part of the urethra and 
sutured in place. The bladder is 
drained by retained catheter during 
the healing stage. Similar operations 
have been designed by T. Millin and 
W. E. Studiford and they all achieve a 
similar purpose. The bladder neck is 
drawn up and the urethra is com- 
pressed. When the patient coughs, or 
otherwise contracts the abdominal 
muscles, the sling automatically 
tightens on the urethra. 


Use of Bladder Mucosa in 
Hypospadias. 

J. MEMMELAAR (The Journal of 
Urology, July, 1947) describes his ex- 
periences with the one-stage hypo- 
spadias operation devised by Graham 
Humby in 1941. The operation is best 
done’ in subjects about, or a little after, 
puberty. <A longitudinal incision along 
the under surface of the penis, extended 
around the abnormal meatus, allows 
mobilization of the distal portion of 
the urethra and removal of all fibrous 
remnants of the corpus spongiosum. 
The incision goes deeper still so as to 
split the fibrous investment of the 
corpora cavernosa in the mid-line and 
also the glans penis. The new urethral 


tube is fashioned from vesical mucosa | 


removed by suprapubic approach. A 
suprapubic cystostomy cares for urine 
deviation for two weeks or so. The 
free graft of mucosa is sutured around 





a 14F rubber catheter, the point of 
which is allowed only as far as the deep 
part of the bulbous’ urethra. The 
catheter, with applied graft, is placed 
deeply in between the split open corpora 
cavernosa, the graft protruding about 
one centimetre or less beyond the 
definitive external meatus. The 
proximal end of the graft is sutured to 
the urethral edge to form an anasto- 
motic junction which must lie deeply 
between the separated corpora 
cavernosa. In about five days the 
excess mucosa beyond the external 
meatus sloughs off and in about five 
days or so the catheter may slide out. 
Sulphathiazole and penicillin are given 
as a prophylactic of infection, but the 
strictest asepsis must be preserved. At 
the end of two weeks or so, if all 
induration and pyrexia are absent, the 
suprapubic tube may be clamped and 
the patient encouraged to _ urinate 
naturally. If this is successful the 
suprapubic tube may be removed and 
the fistula will soon heal. The patient 
should return every two to four weeks 
for dilatation of the urethra if neces- 
sary. 

Malignant Disease of the Kidney. 

A. P. GRAHAM (The Journal of 
Urology, July, 1947) has made a study 
of 195 cases of renal malignant growths 
seen at a special hospital over fourteen 
years. The initial symptoms were 
hematuria and pain in 70% of cases. 
The finding of a palpable mass in 41% 
of cases at initial examination indicated 
that the diagnosis was made very late. 
Retrograde pyelography was diagnostic 
in 66% of the pyelograms taken, 
whereas excretion urography was diag- 
nostic in only 16%. 


Radon in Cancer of the Bladder. 

B. S. BarrIncer (The Journal of the 
American Medical Association, Novem- 
ber 8, 1947) reviews his results in the 
treatment of bladder carcinoma over 
twenty-five years. This period was 
from 1917 to 1942 and in it 298 patients 
have been treated. There was no 
selection of cases at all, but all cases 
were included in which the growth was 
considered to be confined to the bladder. 
The chief method of treatment used in 
this long period was implantation of 
radon seeds, though in the earliest part 
of the period tubes or needles of radium 
were used. The author considers that 
single growths involving the upper 
hemisphere can best be treated by 
partial resection of the bladder. In 
the lower hemisphere, where most 
growths are found, radon implantation 
is the method of choice when the 
growth is single, even if infiltrating, 
provided that it is confined to the 
bladder, but when the tumour has 
many points of origin throughout the 
bladder, total prostato-cystectomy is 
indicated. In diagnosis the histological 
examination is best carried out on 
the whole growth, or at least on a part 
which includes the base or portion of 
it, and this should be supplemented by 
direct digital examination for evidence 
of infiltration of the muscular layer 
of the bladder wall by cystotomy 
approach. Of the total number of 298 
patients in the series, 255 had proper 
pathological examination, and in 35:7% 
of these there was a five-year cure. 
When the purely pathological examina- 
tion was checked by direct palpation 
there were only 23% of five-year cures 
ot infiltrating conditions, but 52% of 
cures over five years in non-infiltrating 
papillary carcinomata. 
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British Wedical Association Mews. 


MEETING OF THE FEDERAL COUNCIL. 


A MEETING of the Federal Council of the British Medical 
Association in Australia was held at the Medical Society 
Hall, Albert Street, East Melbourne, on March 11, 12 and 
13, 1948, Sir Henry Newland, the President, in the chair. 


REPRESENTATIVES. 


The representatives of the Branches 
present: 

New South Wales: Dr. W. F. Simmons, Dr. H. R. R. 
Grieve, Dr. A. J. Murray, Dr. A. C. Thomas (sub- 
stitute for Dr. A. J. Collins). 

Queensland: Dr. A. E. Lee, Dr. H. W. Horn. 

South Australia: Sir Henry Newland, C.B.E., D.S.O., Dr. 
R. J. Verco. 

Tasmania: Dr. T. Giblin, Dr. J. L. Grove. 

Victoria: Dr. T. E. Victor Hurley, C.B., C.M.G., V.D., Dr. 
H. C. Colville, Dr. C. Byrne. 

Western Australia: Dr. F. W. Carter, Dr. N. M. Cuthbert. 


rollowing were 


MINUTES. 


The minutes of the meeting of the Federal Council of 
July 17, 18, 19 and 22, 1947, which had been circulated 
amongst members, were taken as read and signed as correct. 


ELECTION OF OFFICE BEARERS. 


Only one nomination had been received for the office of 
president, that of Sir Henry Newland, who was declared 
elected. One nomination had heen received for the office 
of vice-president, that of Dr, T. E. Victor Hurley, who was 
declared elected. Only one nomination had been received 
for the office of honorary treasurer, that of Dr. W. F. 
Simmons, who was declared elected. 


A FuLi-TIME SECRETARIAT. 


The General Secretary read a letter from the Victorian 
Branch, stating that in the opinion of the Victorian Branch 
Council the General Secretary should now devote the whole 
of his time to the Federal Council. He said that this matter 
had been referred to the Branches. The Queensland Branch 


had replied that the matter was one for determination by - 


the Federal Council. The New South Wales Branch did not 
approve of the suggestion. The South Australian Branch 
thought that it was a matter for the Federal Council alone. 
The Western Australian Branch agreed with the Victorian 
view, and the Tasmanian Branch endorsed this view. 


Dr. H. C. Colville said that the Victorian Branch 
appreciated the fact that its proposal affected the activities 
of another State Branch, but thought that the matter should 
be discussed and that the New South Wales Branch could 
then explain its views. In regard to the general proposal, 
Dr. Colville said that this was actually a matter of Federal 
Council policy. The idea had been suggested a few years 
previously, and Dr. Colville was under the impression that 
a whole-time secretariat was envisaged and that such an 
appointment would be a good thing. Owing to its importance 
the Federal Council was entitled to a full-time secretary. 
The policy of the Federal Council in this regard had not 
been implemented because of war conditions. Dr. Colville 
therefore moved in terms of the Victorian Branch’s letter. 
Dr. Victor Hurley, in seconding the motion, said that he 
agreed that the proposal was in accordance with Federal 
Council policy. Dr. H. R. R. Grieve said that the New 
South Wales Branch had considered the matter apart from 
its own contractual relationship with Dr. Hunter. It had 
tried to look at it from the Australian point, of view. Dr. 
Grieve thought that ‘the appointment of a full-time 
secretariat at the present time would give rise to great 
difficulties. If such an appointment was made when the 
profession was involved in important discussions with the 
Government, the move would be undesirable as a matter 
of expediency. He was quite certain also that the establish- 
ment of a full-time secretariat would involve an increase in 
the per capita payment to the Federal Council. Such an 
“increase was not advisable. The New South Wales Branch 
had not considered the question of principle. Dr. W. F. 
Simmons spoke as Treasurer. He produced a statement 
setting out his estimate of the additional annual expenditure 
that would.be necessary. This came to a total of £1291. In 
addition certain office equipment and accessories would. be 





needed, and he thought that this probably would run into 
£600. Dr. C. Byrne said that the Federal Council had 
assumed an important function as a medico-political body, 
and this, its main function, was what chiefly interested 
members of the Association. If the Government persisted 
in its plans for a national medical service, the Federal 
Council would have to look forward to a busier year even 
than 1938, when national health insurance was before the 
profession. There would be plenty of work for the Federal 
Secretary. He would find that after such a period as twelve 
months he would wonder how he had ever managed to do 
any work for the New South Wales Branch at all. At the 
present time Dr. John Hunter was in the anomalous position 
of having to serve two masters. The Federal Council had 
grown up and should be independent of all the Branches. 
Dr. A. J. Murray felt sympathy for Victoria. He thought 
that the Victorian Branch did not know how New South 
Wales Branch affairs were run. The Assistant Secretary 
of the New South Wales Branch dealt with a great deal of 
the routine work and with many matters which were not of 
major importance. Dr. John Hunter was giving more and 
more of his time to Federal Council work. Dr. Murray 
agreed that the Federal Council was fully grown, but he 
pointed out that it was enjoying a good bargain. If a 
whole-time secretariat was to be created, why should it not 
be set up at Canberra with full-time publicity facilities? 
Dr. A. E. Lee asked what would be gained by a full-time- 
secretariat. Dr. H. W. Horn said that Dr. Byrne’s case was 
good. At the same time Dr. Horn pointed out that Dr. 
Hunter was abie to undertake the necessary duties, and 
that when asked whether he had too much to do, ‘he had 
replied in the negative. Dr. W. F. Simmons agreed with 
Dr. Murray and Dr. Horn and Dr. Lee. Since the New 
South Wales Branch had appointed a full-time Assistant 
Secretary, Dr. John Hunter had been used by the New 
South Wales Branch more as a consultant. At the present 
time the Federal Council was receiving a good service very 
cheaply. Dr. N. M. Cuthbert asked when Dr. John Hunter 
Would be available to take over full-time duty. Dr. H. R. R. 
Grieve replied that this might happen at any time in the 
future. At present, when a federal matter of urgency 
arose, Dr. Hunter gave the whole of his time to that matter. 
Dr. H. C. Colville suggested to the President that the 
General Secretary should be asked to speak. The General 
Secretary referred to the difficulties of securing staff, and 
particularly of securing the services of anyone who would 
take an interest in the work. At the present time he was 
fortunate in having a staff, that was actually the staff of 
the New South Wales Branch, on which he could rely. If 
he had to give his whole time to the federal sphere, he 
would have no one who knew the Federal Council’s work, 
because he could not expect the New South Wales Branch 
to give up any members of its staff. Actually he spent 
about two-thirds of his time in the Federal Council work 
and one-third in work for the New South Wales Branch. 
He thought that the Federal Council would be well advised 
to stick to the present arrangement. The President said 
that he was grateful to the Victorian Branch for raising 
the question, and he admitted that the Federal Council had 
a good bargain. At the same time he thought that the 
duties of the Federal Secretary would increase, and he was 
in favour of the Federal Council’s having its own secretariat. 
Dr. H. C. Colville, in reply to the discussion, said that the 
Victorian Branch distinctly understood that the principle 
of a whole-time secretary had been accepted. The only 
question was when the policy should be implemented. The 
debate had centred round the whole subject instead of 
round the question of when. If the Council had to decide 
again the whole question of general principle, then many 
of the arguments used in the discussion would have appealed 
to him. But Victoria assumed that the argument was still 
on the question of when the Federal Council’s decision 
should be carried into effect. Difficulties would naturally 
arise, and they would be just as great in two, three or more 
years as they were at the present moment. Dr. Colville 
thought that now was the opportune time. The motion was 
put to the meeting and resulted in an even vote. ‘The 
President gave his casting vote in favour of the motion. 


At a later stage in the meeting Dr. H. R. R. Grieve gave 


notice that he would move at the next meeting of the 
Federal Council for the rescission of the motion. 


THE APPOINTMENT OF AN EXECUTIVE SUBCOMMITTEE. 


The General Secretary said that he had received from 
the Victorian Branch a recommendation that a small sub- 
committee with executive powers should be appointed in 
accordance with Article 27, to represent the Federal Council 
in any matter relating to negotiations with the Federal 
Government which might arise between meetings of the 
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The Victorian Branch letter had 
been referred to the Branches. The Tasmanian Branch 
had not agreed to the proposal. The Western Australian 
Branch had agreed with it. The South Australian Branch 
had left the matter in the hands of the Council. The New 
South Wales Branch thought the time was not opportune 
for the appointment of such a committee, and the Queensland 
Branch was against the proposal. 


Dr. H. C. Colville said that it was his duty to put this 
motion. The motive was the same as that behind the 
previous matter. There was a likelihood that important 
subjects would come up for discussion in the near future. 
The Victorian Branch saw difficulty in the basic fact that 
the Federal Council, because of its nature and its financial 
resources, was unable to meet more than three times a 
year. It was the interval between meetings which con- 
cerned the Victorian Branch. No one would deny that 
urgent matters were likely to crop up. If -the Federal 
Council was able to meet more often, it would do so. It 
was necessary, Dr. Colville held, to examine the methods 
of procedure to be adopted between Council meetings. 
There was some machinery—a postal vote of members might 
be taken and in certain circumstance the result might be 
looked upon as a decision of the Federal Council. Some- 
times matters arose in correspondence as between the 
General Secretary and the President, and it was felt in 
Victoria that the responsibility involved could not fairly be 
placed on any official representing the Federal Council. . In 
the past the President had carried out the function, but the 
situation might arise in. which he or his successor could 
not do so. The Victorian Branch thought that some pro- 
vision should be made for dealing with urgent matters. If 
there was agreement on the necessity, the best method would 
be to appoint a small executive. Ability to meet was the 
basis of the suggestion. The motion was seconded by Dr. 
Victor Hurley. Dr. H. R. R. Grieve said that an executive 
committee must have executive authority and not merely 
be representative. The suggestion was that three repre- 
sentatives with executive authority would represent all the 
Branches in Australia. These, however, were to be appointed 
by the indirect method, by bodies already elected. Experience 
in the past had shown that such a method would be bad. 
If urgent matters arose, then the whole Federal Council 
should be called together. Dr. C. Byrne said that there was 
a difference between an executive committee and a com- 
mittee with delegated executive powers. At the present 
time the President had to act alone. The suggestion was 
that in the future the President would act with the help 
of a small committee. The President said that he would 
welcome the appointment of someone to share responsibility 
with him. At the same time he held that when urgent 
matters had to be considered the whole Federal Council 
should be called together. For -tthis reason he was against 
the motion. Dr. W. F. Simmons supported the President’s 
views. He agreed that the whole Federal Council should 
speak on vital matters. The motion was put to the meeting 
and lost. 


Federal Council in 1948. 


THE RETIREMENT OF Dr. F. L. Davies AND Dr. C. Craie. 


Reference was made to the retirement of Dr. F. L. Davies 
and Dr. C. Craig from the Federal Council. It was pointed 
out that Dr. Davies had been a member of the Federal 
Committee from 1929 to 1933 and of the Federal Council 
from 1933 to 1947. Dr. Craig had been a member of the 
Federal Council from 1941 to 1947. Dr. W. F. Simmons made 
special reference to the great amount of work carried out 
by Dr. Davies on subcommittees of the Federal Council. He 
had never spared himself, but had always found time to 
make investigations on behalf of the Federal Council and 
to interview departmental and other officials on its behalf. 
The Federal Council carried a motion setting on record its 
appreciation of the services of Dr. Davies and Dr. Craig. 


DeatH or Dr. THoMAS WALTER LIPSCOMB. 


The General Secretary reported that on learning of the 
death in England of Dr. Thomas Walter Lipscomb he had 
sent a cable of sympathy to Mrs. Lipscomb and had received 
3 reply from her. The Federal Council adopted a resolution 
of regret at Dr. Lipscomb’s death and recording its apprecia- 
tion of his services to the medical profession of the 
Commonwealth. 


THe Drmecror-GENERAL oF HEALTH. 


The General Secretary referred to the appointment of Dr. 
A. J. Metcalfe as Director-General of Health on October 20, 
1947. It was resolved that a letter of congratulation should 
be sent to him on behalf of the Federal Council. 





FINANCE. 


Dr. W. F. Simmons presented the financial statement and 
balance sheet as at December 31, 1947. The statement, 
which included the Federal Council Account and the Aus- 
tralasian Medical Congress (British Medical Association) 
Fund Account, was received and adopted. Dr. Simmons also 
put before the meeting a budget of the estimated costs of 
the activities of the Federal Council up to December 31, 
1948. Included in this budget were expenses of a meeting 
of the Federal Council in Perth in August, 1948. The budget 
was approved. 

In connexion with the per capita payment from the 
Branches to the Federal Council, the General Secretary said 
that a request had been made by the Queensland Branch 
that consideration should be given to the payment of a 
lower capitation rate in respect of members paying a small 
rate of subscription. It had been pointed out to the Queens- 
land Branch that if this was done, other members would 
have to pay a higher rate to make good the deficiency. 
The Queensland Branch had withdrawn its request. 


The General Secretary raised the subject of the payment 
of grants to smaller Branches for organization purposes. 
In the year 1947 a grant of £200 had been made to the 
Western Australian Branch. A request had been received 
from Western Australia for a grant of £200 for the year 
1948. After discussion it was resolved that the grant should 
be made. 


MepIcaAL OFFIcers’ RELIEF FUND (FEDERAL). 


Dr. W. F. Simmons presented the interim report of the 
trustees of the Medical Officers’ Relief Fund (Federal) for 
the half year ended December 31, 1947. Dr. Simmons said 
that the trustees had been able to meet their obligations. 
He gave details in regard to one or two loans. The report 
was received. 


FEDERAL MEDICAL WAR .RELIEF FUND. 


Dr. W. F. Simmons, on behalf of the trustees of the 
Federal Medical War Relief Fund, presented an interim 
report covering the half-year ended December 31, 1947. He 
said that the total assets of the fund at December 31, 1947, 
amounted to £20,245 18s. 10d. The amounts received from 
the several States were as follows: New South Wales, 
£11,044; Victoria, £4214; South Australia, £1619; Queensland, 
£1284; Tasmania, £1119; Western Australia, £425. So far 
three claims for financial assistance had been made on the 
fund. One applicant had been granted a loan of £750 free 
of interest, repayable by ten half-yearly instalments of 
£75 each. Two other applicants, widows of medical officers 
killed in action, had been granted regular weekly amounts 
of £2 and £1 respectively by way of a gift. In explanation 
of the smallness of the amount subscribed to the fund in 
Western Australia, Dr. F. W. Carter pointed out that the 
members of the Western Australian Branch had concentrated 
on a protection of practices scheme in order to give assis- 
tance to medical officers returned from active service, and 
in this scheme the sum of £11,800 had been raised. It was 
resolved that the Branch Councils should be asked to bring 
to the notice of members the objects of the Federal Medical 
War Relief Fund. 


MEDICAL SERVICES IN NEw ZEALAND. 


A letter was received from the New Zealand Branch 
regarding a paper read by Dr. Douglas Robb before the 
Victorian Branch dealing with the medical services in New 
Zealand and published in THE MepicaL JOURNAL OF AUSTRALIA. 
The New Zealand Branch pointed out that the views 
expressed by Dr. Robb were his own and did not represent 
those of the New Zealand Branch. It suggested that 
Australian Branches requiring information regarding medical 
services in New Zealand should communicate with the New 
Zealand Branch. The General Secretary said that he had 
acknowledged the New Zealand Branch’s letter, and that he 
had stated in the letter that the official views of the New 
Zealand Branch were identical with those of the Federal 
Council in Australia. He did not think that many people 
would agree with Dr. Robb that private practice had failed. . 


A LETTER FROM MEDICAL OFFICERS OF THE NETHERLANDS 
FOrRcEsS. 


The General Secretary read a letter that had been received 
by the Victorian Branch from medical officers of the Nether- 
lands forces when they were about to leave Australia. The 
Netherlands medical officers wished to thank Australian 
members of the British Medical Association for their 
cooperation and for all that had been done for them in 
Australia during the war years. An acknowledgement of 
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the letter had been made by the Medical Secretary of the 
Victorian Branch. 


STANDARD RECIPES FOR INDUSTRIAL CAFETERIAS. 

The General Secretary laid on the table a copy of the 
second edition of “Standard Recipes for Industrial Cafeterias”, 
which he had received from the Department of Labour and 

ndustry. 


INQUIRIES ABOUT MEDICAL PRACTICE IN AUSTRALIA. 
The General Secretary reported that he had received a 
number of inquiries from overseas practitioners about 
medical practice in Australia. A letter had been sent to 
those resident in England, and foreign graduates had been 
referred to individual State medical boards. 


AUSTRALIAN TEACHERS’ FEDERATION. 


An invitation was received from the Australian Teachers’ 
Federation for the Federal Council to nominate two delegates 
to attend the “New Deal for Education” conference, to be 
held at Canberra on April 28, 1948. After discussion it was 
resolved that the invitation should be declined. a 

AUSTRALASIAN MEDICAL CONGRESS (BRITISH MEDICAL 
ASSOCIATION ). 
Sixth Session. 
Office Bearers. 

The General Secretary reported that His Excellency Sir 
James Mitchell, K.C.M.G., Lieutenant-Governor of Western 
Australia, had accepted the invitation to be patron of the 
sixth session of congress, to be held at Perth from August 15 
to 21, 1948. 

The General Secretary stated that the following were 
qualified for appointment as vice-presidents or had been 
nominated by the several Branches: Sir Henry Newland 
(president of the fifth session), Dr. H. E. Gibbs (New Zealand 
Branch), Sir Charles Blackburn (New South Wales Branch), 
Dr. F. Kingsley Norris (Victorian Branch), Dr. H. M. Jay 
(South Australian Branch), Surgeon Captain D. A. Pritchard 
(Director of Royal Australian Naval Medical Services), Air 
Commodore E. A. Daley (Royal Australian Air Force Medical 
Services), Dr. T. R. Ritchie (Director-General of Health, 
New Zealand), Dr. D. H. E. Lines (Tasmanian Branch). 

The following names were submitted to the Executive 
Committee of congress for appointment as honorary mem- 
bers: His Grace the Lord Archbishop of Perth, the Most 
Reverend R. W. H. Moline; His Grace the Lord Archbishop 
of Perth, the Most Reverend R. Prendiville; the Honourable 
Ross McLarty, M.L.A., Premier of Western Australia; the 
Honourable F. J. S. Wise, M.L.A., Perth; Professor G. A. 
Currie, Vice-Chanceller of the University of Western Aus- 
tralia; Professor N. S. Bayliss, University of Western 
Australia; Professor A. D. Ross, University of Western 
Australia; Professor C. E. Nicholls, University of Western 
Australia; Professor W. Murdoch, South Perth; the 
Honourable Sir John Dwyer, Chief Justice of the Supreme 
Court of Western Australia; the Right Honourable the Lord 
Mayor of Perth, Mr. J. Totterdell; the Federal Minister for 
Health, Senator N. E. McKenna; Dr. Mervyn Archdall, 
Editor of THE MEDICAL JOURNAL OF AUSTRALIA; Dr. C. Sanders, 
Registrar of the University of Western Australia; Professor 
H. Waring, University of Western Australia; Mr. E. W. 
Gillett, the Chancellor of the University of Western Aus- 
tralia; the Honourable H. Seddon, M.L.C., President of the 
Legislative Council of Western Australia; the Honourable 
Cc. F. North, M.L.A., Speaker of the Legislative Assembly of 
Western Australia; the Honourable A. V. R. Abbott, M.L.A., 
Minister of Health, Western Australia; the Honourable Mrs. 
A. F. G. Cardell Oliver, Assistant Minister of Health, Western 
Australia; Professor J. C. Spence, Professor of Child Health, 
University of Durham; Professor Frank Walsh, Associate 
Professor of Ophthalmology, Wilmar Institute, Johns 
Hopkins Hospital, Baltimore; the Reverend Joseph Green, 
Wesley Church, Perth. Approval was given to these 
nominations. 


Representative from the Parent Body. 

Reference was made to a proposal that a representative 
of the Parent Body should attend congress... The General 
Secretary said that a letter had been received from Dr. 
J. H. Anderson, who represented some of the Australian 
Branches on the Council of the Parent Body, stating that 
opinion in England was favourable to the appointment of 
a representative, but that no final decision had been made. 


Invitations to Associations in Other Countries. 
A suggestion was received from the Executive Committee 
that invitations should be sent to medical associations in 

















South Africa, India, Pakistan, Burma, Ceylon, Malaya and 
the United States of America to nominate representatives. 
To this list the Federal Council added Canada and the 
Netherlands East Indies, and it was resolved that invitations 
to nominate representatives should be sent. 


Expenses of Attendance at Congress and Income Taz. 

The Executive Committee reported that Dr. Leigh Cook 
had approached the Commonwealth Treasurer through Mr. 
K. Beazley, M.P., of Western Australia, asking for a ruling 
whether expenses of members attending congress were 
allowable as income tax deductions, and Mr. Beazley had 
forwarded to Dr. Cook the following reply received from 
the Treasurer: 

Commonwealth Treasury, 
Canberra, A.C.T., 
26th February. 1948. 
K. E. Beazley, Esq., M.P., 
Parliament House, 
Canberra, A.C.T. 
Dear Mr. Beazley, : 

Since acknowledging your representations on behalf of Dr. 
Leigh Cook, of Stirling Highway, Claremont, regarding the 
deductibility for income tax purposes of expenses which may 
be incurred by members of the medical profession in attending 
the proposed Australasian Medical Congress at Perth this year 
I have, as promised, discussed the matter with the Commissioner 
of Taxation. : 

In discussing the matter with the Commissioner, the 
deductibility of the expenses was considered in relation to 
members of the medical profession who are, for the purposes 
of the Income Tax Assessment Act, carrying on a business, In 
this connection it is appropriate to mention that, for the purposes 
of that Act, a business includes ‘“‘any profession, trade, employ- 
ment, vocation or calling, but does not include occupation as 
an employee”. It will be seen that a medical practitioner 
carrying on his profession in his own right or as a member of 

a partnership is, for income tax purposes, carrying on a business. 

The deductibility of travelling expenses incurred by a tax- 
payer carrying on a business of a professional nature has been 
considered on several occasions by the Taxation Board of 
Review. The Board has adopted the view that it may be 
necessary for such a taxpayer to travel, sometimes overseas, 
in the course of maintaining his efficiency, especially where 
that taxpayer specialises in a particular branch of his pro- 
fession. The Board has accordingly decided that where 
expenditure in respect of such travel is not of a capital, private 
or domestic nature, a deduction is allowable. 

The principle enunciated by the Board has relation only to 
the maintenance of efficiency and not to expenses incurred in 
the acquisition of knowledge gained in the course of obtaining 
ager gone qualifications, Expenditure for the latter purpose 

of a capital nature and is consequently excluded from the 
allowable deductions. 

The Commissioner informs me that effect will be given to the 
principles outlined above in the case of members of the medical 
profession who carry on business and who incur expenses in 
attending the proposed | medical congress. _ These taxpayers 
will accordingly be entitled to a deduction in respect of the 
expenses incurred in attending the congress, except to the 
extent that the expenses are outgoings of a capital, private 
or domestic nature. \ 

The Commissioner suggests that taxpayers who desire to 
claim a deduction in respect of expenses incurred in attending 
the conference should supply with their returns of income 
details, under appropriate headings, of the nature and amount 
of the expenses incurred. 

Yours sincerely, 
(Sgd.) J. B, CHIFLEY, 
Treasurer. 


Sectional Presidential Addresses. 

The Executive Committee wrote suggesting that the con- 
gress rule about the length of papers read at meetings of 
sections should be altered so that sectional presidential 
addresses might be allowed to expand to thirty minutes. The 
Federal Council decided to accept the suggestion of the 
Executive Committee and to amend the rule as requested. 


Accommodation for Visitors to Congress. 
The Executive Committee wrote asking for the names of 
the members of the Federal Council for the year 1948, and 
for the date of the Federal Council meeting in Perth, should 


a meeting be held at the time of congress. It was decided 
that the Federal Council meeting should be held on Thursday, 


August 12, at Perth, and that the information desired by the 
Executive Committee should be sent. 


_ The Conferring of Honorary Degrees. 
It was reported that the University of Western Australia 
had agreed to confer honorary degrees on three distinguished 


members of the medical profession during the session of 
congress. A panel of names from which the university 


authorities could choose was asked for, and names. were 
chosen by the Federal Council. 
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The Conferring of Executive Powers on the President 

of the Federal Council. 

The Executive Committee wrote asking that executive 
powers in relation to matters concerning congress should 
be conferred on the President of the Federal Council. It 
pointed out that matters of importance were bound to arise 
before the Federal Council could meet again, and that it 
would be an advantage for the President to have executive 
powers. The Federal Council decided to comply with the 
request of the Executive Committee. 


Periodicity of Sessions: The Seventh Session. 


The Federal Council discussed a notice of motion by Dr. 
W. F. Simmons that consideration should be given to the 
more frequent holding of sessions of congress and also to 
the date and place of the seventh session. Dr. Simmons 
said that the profession was large and that sessions of 
congress should be held oftener than once every three years. 
He thought that the interval should be not longer than two. 
The President said that this was a good idea, and wondered 
whether it would not be possible to arrange something 
analogous to the Parent Body’s Representative Meeting. Dr. 
Victor Hurley agreed that a biennial congress would be 
desirable. Dr. Simmons said that he understood that the 
Queensland Branch was anxious to issue an invitation for 
the congress to be held in Brisbane, and he wished to move 
that the seventh session should be held in that city in 1950. 
Dr. T. Giblin questioned the wisdom of this move, and Dr. 
H. C. Colville agreed with this view. He asked whether the 
matter was urgent. If not, he thought that it should be 
allowed to stand over. Dr. Simmons then gave notice that 
he would move at the next meeting that the seventh session 
of congress should be held in Brisbane in 1950. 


AUSTRALASIAN MEDICAL PUBLISHING COMPANY, LIMITED. 


The General Secretary said that he had received a letter 
from the Australasian Medical Publishing Company, Limited, 
stating that as from December 31, 1947, the company would 
discontinue the rebate to the Branches in the matter of the 
per capita payment in respect of THE MEDICAL JOURNAL OF 
AUSTRALIA for each member who had relinquished civil 
practice for continuous service in His Majesty’s forces. 


BRITISH MEDICAL ASSOCIATION. 
Scholarships in Aid of Scientific Research. 


The General Secretary reported that he had received from 
the Parent Body copies of a notice and regulations regarding 
scholarships in aid of scientific research, together with 
application forms in connexion with them. He had com- 
municated with the Branches and had had two applications. 


Special Publications. 

The General Secretary reported that he had received from 
the Parent Body ‘three special publications: “When You 
Are Old”, “The Care and Treatment of the Elderly and 
Infirm”, “The Problem Girl’. : 


British Commonwealth Medical Council. 


The General Secretary reported that he had received a 
letter from Dr. Charles Hill, Secretary of the Parent Body, 
in regard to the proposed formation of a British Common- 
wealth Medical Council. In the course of his letter Dr. Hill 
stated that some little time previously the British Medical 
Association in London had called a meeting of eminent 
members of the profession who had special contacts in 
different parts of the British Commonwealth. The meeting 
was held under the chairmanship of the President, and those 
present were unanimous in their recommendation that close 
liaison within the Commonwealth was desirable, and that a 
representative organization should be established as soon as 
Possible for the effective maintenance of liaison. The sug- 
gestion was made that this body should be called the British 
Commonwealth Medical Council, that it should be composed 
of representatives of the profession in all the self-governing 
countries of the British Commonwealth, and that it should 
meet once or twice a year in different countries. The Council 
of the Parent Body had enthusiastically accepted the recom- 
Mmendation and had expressed its desire to invite the other 
members of the Commonwealth to hold the inaugural meeting 
of the proposed new council in London in 1948. Dr. Hill 
wished to ascertain the views of the Federal Council of the 
British Medical Association in Australia on the proposals. 
The bodies to be included were the Canadian Medical 
Association, the Federal Council of the British Medical 
Association in Australia, the New Zealand Branch of the 
British Medical Association, the South African Medical 











Association, the Medical Association of Hire, the New- 
foundland Medical Association and the Branches of 
the Association in Southern Rhodesia. The suggestion was 
that three representatives should be appointed by each of 
these bodies. Dr. Hill wished to know whether the proposal 
commended itself to the Federal Council and whether the 
Council accepted the invitation to send representatives to 
an inaugural meeting in London in 1948 to consider the 
proposal more fully and to make decisions on the constitu- 
tion, functions, methods and procedure of the Council. The 
General Secretary said that he had sent a copy of Dr. Hill's 
letter to all the Branches and they were all in favour of 
the proposal. The only difficulty that he could see was 
that of the representation of the Federal Council. The 
President said that thirty years previously he had been 
asked to attend a meeting of the British Medical Association 
Council and had suggested the establishment of an intel- 
ligence bureau. At that time it was thought that his idea 
suggested inefficiency on the part of the Parent Body. A 
resolution was adopted on the motion of Dr. H. R. R. Grieve, 
seconded by Dr. A. J. Murray, that the Federal Council 
approved of the establishment of a British Commonwealth 
Medical Council. 

Dr. H. R. R. Grieve moved that the Council 
nominate one of its members to attend the inaugural meeting, 
and that it should undertake to meet the expenses of his 
attendance at the meeting. He said that the Federal Council 
was the body the most representative of the profession in 
Australia. Whoever went should be able to speak with 
authority on Australian medical matters. Two other persons 
should go with him so that the whole range of activities 
would be covered. The first delegate chosen should be a 
member of the Federal Council who had had experience of 
its activities. The motion was seconded by Dr. W. F. 
Simmons, who referred to the “solid item of expense’. The 
motion was carried. It was also agreed on the motion of 
Dr. H. R. R. Grieve, seconded by Dr. W. F. Simmons, that 
Dr. A. J. Collins should be nominated as representative. 

The President said that at a meeting of the Australasian 
Medical Publishing Company on the previous day the 
directors had discussed a proposal that the Editor of THE 
MEDICAL JOURNAL OF AUSTRALIA should visit England in con- 
nexion with the inauguration of the British Commonwealth 
Medical Council. The company, however, was not in a 


should 


position to meet all the expenses of such a journey by the 


Editor. Dr. H. R. R. Grieve said that it, was important for 
the Editor to sense the atmosphere of happenings in Great 
Britain, and that the Federal Council should assist financially 
in sending him. He suggested that the Federal Council 
should share equally with the publishing company in the 
cost and moved to that effect. The motion was seconded 
by Dr. A. J. Murray. Dr. Victor Hurley said that he agreed 
with this proposal. Dr. W. F. Simmons spoke as Treasurer 
of the Federal Council and said that such an action would 
be a precedent. He thought that the Australasian Medical 
Publishing Company should find a way to finance the pro- 
posal. Dr. A. E. Lee asked whether it was necessary for 
the Editor to go. After further discussion the motion was 
put to the meeting and carried. . 


ORGANIZATION O¥ THE PROFESSION. 
Ethical Rules. 


A communication was received from the Tasmanian 
Branch in regard to its ethical rules. Advice was asked 
about action which should be taken so that the conduct of 
a Branch member might be investigated without the laying 
of a complaint to the Branch Council by another member. 
The General Secretary said that he had suggested that the 
Branch should draft an additional rule to meet its needs. 


Special Groups. 

An inquiry was received from the Tasmanian Branch 
whether the Australasian Association of Psychiatrists came 
under the heading of special groups of the Association. The 
reply was that the psychiatric body was outside the British 
Medical Association. 

The General Secretary said that he had received a letter 
from the Ophthalmological Society of Australia (British 
Medical Association) in regard to a proposal to admit 
associate members who would be ophthalmologists living in 
New Zealand. He explained that although the proposal 
had been made the society did not intend to proceed with it, 
as New Zealand had now formed its own ophthalmological 
society. 

A letter was received from the Victorian Branch 
forwarding copies of correspondence with the Director- 
General of Medical Services of the Royal Australian Air 
Force, suggesting that a special group for the study of 
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aviation medicine should be formed within the Association. 
The Victorian Branch asked the Federal Council for a 
decision. Dr. Victor Hurley said that he thought the Federal 
Council should accede to the request and that there would 
be a sufficient number of interested persons to make the 
organization a success. It was resolved that approval should 
be given to the formation of a special group, to be named 
“The Section of Aviation Medicine”. 


HANDBOOK FOR QUALIFIED MEDICAL PRACTITIONERS. 


At the previous meeting of the Federal Council a com- 
munication was received from the Western Australian 
Branch, suggesting that the Federal Council should publish 
a handbook for the use of recently qualified medical prac- 
titioners. It was decided at that meeting that the proposal 
should be referred to the General Secretary and to the 
Australasian Medical Publishing Company, Limited, for an 
estimate of cost. The General Secretary reported that he 
had gone into the matter with the manager of the Aus- 
tralasian Medical Publishing Company, Limited. It was 
thought that the proposed volume would probably be one 
and a half times to twice the size of the present New South 
Wales handbook. If the handbook was produced with a soft 
cover the cost would probably be in the neighbourhood of 
£625 for 5000 copies. If a stiff cover was used, the cost 
would be increased by between £300 and £400. Dr. A. E. Lee 
said that he thought the issuing of such a book was a 
matter for each State. Conditions varied as between different 
States, and a recent graduate as a rule needed information 
only about one State. Dr. Lee thought that every Branch 
should produce its own handbook. At the present time the 
Queensland and New-South Wales Branches each produced 
a handbook. Dr. Lee moved that no further action should 
be taken. The motion was seconded by Dr. H. W. Horn and 
carried. 


PUBLICITY. 


The Publicity Committee was reappointed, the members 
being Dr. W. F. Simmons, Dr. A. J. Collins, Dr. H. R. R. 
Grieve and Dr. H. C. Colville. 


~ 


PHARMACEUTICAL BENEFITS Act, 1947. 


The General Secretary dealt with correspondence that had 
passed between him and the Federal Minister for Health 
regarding the Pharmaceutical Benefits Act, 1947. He said 
that a letter was sent to the Minister on July 18, 1947, in 
accordance with the directions of the Federal Council at its 
previous meeting. In the letter to the Minister the four 
principal grounds for the Federal Council’s objection to the 
act were restated as follows: (i) The principle of discrimina- 
tion, as to their entitlement to pharmaceutical benefits, 
between those members of the public whose requirements 
come within the limits of the formulary and those whose 
requirements are not so covered. It is this principle which 
involves an interference with the doctor’s freedom of 
judgement in prescribing for his patient. (ii) The principle 
of penal clauses, whereby a doctor who voluntarily uses the 
government forms and formulary finds himself not only 
restricted in his choice of the treatment which he may order 
for his patient, and subject to the intervention of a third 
party in the transaction, but also finds himself liable to 
heavy penalties if his procedure varies from that laid down 
by the Government. (iii) The principle of control by a 
government department rather. than by a corporate body. 
(iv) The opportunity provided for the introduction of a 
nationalized medical service by means of an act not drawn 
up for that purpose. 

The Minister was then informed that it was with great 
disappointment that the Council found that the objectionable 
principles involved had been reintroduced into the Pharma- 
ceutical Benefits Act, 1947. The Council therefore wished 
to inform the Minister that in the circumstances it could 
not advise the members of the profession in Australia to 
use the government prescription forms and formulary. The 
Council went on to state that it wished to reiterate 
emphatically that it had no desire to deprive the public of 
the benefit of free medicine which the Government had seen 
fit to offer. It suggested that this object might still be 
achieved to the satisfaction of all concerned by government 
action on one of the following lines: (a) that the Govern- 
ment should amend the act so as to remove the four 
principles objected to by the Council; (b) that the 
Government should regard a doctor’s prescription written 
on his own private prescription form as entitling the 
patient to receive pharmaceutical benefits. By this means 
members of the medical profession. would not be involved 
in the machinery of the act which would then concern only 
the Government, the public and the pharmacists. The 








General Secretary said that he had received from the 
Minister the following reply dated August 13, 1947: 


Minister for Health and Minister for Social Services, 
Parliament House, 
Canberra, 
13th August, 1947. 


Pharmaceutical Benefits Act, 1947. 
Dear Dr. Hunter, 

I acknowledge receipt of your letters of 10th and 18th July 

last. : 
The President, in the course of his letter of 5th March last, 
addressed to me, suggested that pharmaceutical benefits, to be 
provided by the Government, should be confined to a relatively 
few and costly life-saving and disease-preventing drugs and 
made available on the prescription of a doctor. 

In the same letter the President specified the clauses of 
1944/45 Acts to which the Federal Council took exception, as 
under: 

(a) Clauses restricting benefits to prescriptions contained in 

a Formulary. 

(b) The clause determining the constitution of the Formulary 

Committee. 

(c) The clause providing for penalties on practising doctors. 

I agreed to a conference with your Council on the basis of 
the President’s proposals. 

These matters were fully discussed at the conference which 
took place in Melbourne on 21st April, 1947. 

Your Council agreed to furnish comments on the Common- 
wealth Pharmaceutical Formulary that was prepared for use 
under the 1944/45 Acts, to furnish a complete list of the very 
limited range of drugs and preparations that your Council 
considered should be provided free to recipients under the Act, 
and to submit your proposals concerning the method of con- 
trolling indiscriminate prescribing. 

I agreed to recommend to the Government that the clause 
relating to the Formulary Committee should be redrawn to 
meet the wishes of your Council. 

I alsq agreed to recommend revision of the clause imposing 
penalties on practising doctors. ; 

Subsequently I introduced a Bill to Parliament repealing 
the 1944/45 Acts and enacting the Pharmaceutical Benefits Act, 
1947. This Bill was passed without alteration by the Parliament. 

Under this Act, the question of the contents of the Formulary 
was left untouched pending the completion of the discussion 
with your Council. 

The constitution ef the Formulary Committee was altered to 
meet the wishes of your Council. 

The clause to which your Council objected in the 1944/45 Act 

providing for penalties on doctors was not included in the 1947 
Act. 
Following on the April conference, I received your letter of 
29th May last forwarding comments on the 1944/45 Common- 
wealth Pharmaceutical Formulary. These detailed comments 
were prefaced with the statement that no Formulary would 
be acceptable “unless any. uncompounded medicine, medical 
compound, material and/or appliance, subject to such exclusions 
mutually agreed upon, ordered by a medical practitioner for 
a patient, whether or not such medicine, compound material or 
appliance is contained within the Formu ary”. 

Your letter also forwarded a list of drugs and preparations 
which the Council suggested should be provided free on the 
prescription of a medical practitioner written on the usual 
prescription form. 

On the 7th July I wrote to you commenting broadly on your 
Council’s criticism of the 1944/45 Commonwealth Pharmaceutical 
Formulary and suggested, in the absence of important details, 
that as numerous matters arose from a consideration of your 
Council’s list of drugs, a committee of experts comprising three 
members (preferably including a pharmacologist) nominated by 
your Council might confer with three officers including the 
Director-General Health as chairman, nominated by my depari- 
ment. 

I further suggested that the proposed committee might explore 
the considerations of medical practice that might be deemed to 
justify the exclusion of pharmaceutical benefits providing for 
the cure or amelioration of many maladies from the list of 
drugs recommended by the Council. 

You wrote on 10th July undertaking to place my suggestions 
before your Council at its meeting in Melbourne on 17th July. 

In due course I-received your letter of the 18th July. 

Although in that letter there is no specific mention of my 
letter of the 7th July or of the suggestions it contained, I take 
it that both by reason of your letter of 10th July and your 
opening reference to correspondence with myself, your letter 
is intended to cover my letter of 7th July and its suggestions. 

I propose to deal seriatim with the four principles set out 
in your letter and which you state the Federal Council of the 
British Medical Association has repeatedly disapproved : 

1. “The principle of discrimination, as to their entitle- 
ment to pharmaceutical benefits, between those members 
of the public whose requirements come within the limits 
of the Formulary and those whose requirements are not 
so covered. It is this principle which involves an inter- 
ference with the doctor’s freedom of judgement in pre- 
scribing for his patient.” . 

If a Formulary of the type contemplated for use in the 
1944/45 Act is to be accepted by the Government—and as to that 
I have not yet sought a decision—then the Government alone 
will be responsible for what the Formulary contains and what 
it omits. There would not be the slightest obligation on the 
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doctor to confine his prescribing to the contents of the 
Formulary. I take it for granted that the doctor will be 
influenced in prescribing solely by what he considers is best 
for his patient. In those circumstances if his prescription 
falls outside the Formulary, the Government must accept 
responsibility for its non-inclusion. Under that system I cannot 
see that there would be any interference with the doctor’s 
freedom of judgement in prescribing for his patient. 

I point out too that as such a Formulary would be subject 
to constant revision at the hands of a body of experts in order 
to meet changing conditions, there would be little prospect that 
any member of the public requiring treatment would be denied 
benefits under the Act. 

You will, I am sure, concede the right of the Government 
to determine the scope of the pharmaceutical benefits which 
it might decide should be provided without charge to the 
recipients. That right is in fact recognised in your Council’s 
own proposal to restrict benefits to a limited range and class 
of drugs. 

2. “The principle of penal clauses, whereby a doctor who 
voluntarily uses the government forms and Formulary 
‘finds himself not only restricted in his choice of the 
treatment which he may order for his patient, and subject 
to the intervention of a third party in the transaction, but 
also finds himself liable to heavy penalties if his pro- 
cedure varies from that laid down by the Government.” 

I have already dealt with the earlier part of this statement. 

In view of the fact that Section 22 of the 1944/45 Act to 
which exception was taken at our conference has been omitted 
from the 1947 Act, I am completely at a loss to understand your 
reference to heavy penalties. No penalties directed to doctors 
are now provided by the Act; nor is it proposed to include 
them in the Regulations. It is in contemplation that a safe- 
guard will be included in the Regulations against indiscriminate 
prescribing as defined by your Council. It is not proposed that 
a doctor should be open to prosecution, conviction, fine or 
imprisonment for such prescribing. 

3. “The principle of control by a government department 
rather than by a corporate body.” 

The form of administration to control the scheme is primarily 
a matter for the Government. The National Health Organisa- 
tion to be set up later this year will take over control of 
pharmaceutical benefits. I have already indicated to your 
Council at the conference held in Melbourne on 21st July last 
the type of organisation that I am disposed to recommend to 
the Government. 

4. “The opportunity provided for the introduction of a 
nationalised medical service by means of an Act not drawn 
up for that purpose.”’ 

I am somewhat surprised that this matter should be put 
forward. There was no reference to it in the President’s letter 
of 5th March last when he listed the matters at issue. The 
question, however, was raised by Dr. Grieve at our conference 
on the 21st April. As there was no further comment following 
my explanation, I gathered the firm impression that the Council 
felt the point lacked merit—as I think it does. 

I have noted your advice to the effect that the Council cannot 
advise the members of the medical profession in Australia to 
use the government prescription forms and Formulary. 

{ again point out that I have not yet asked the Government 
to consider the question of a Formulary. Accordingly, the 
matter involved in your Principle No. 1 is still at large. 

I trust that in the light of my comments you will recognise 
that the matters involved in your Principles Nos. 2, 3 and 4 
are without substance. 

As the suggestions now made by your Council do not refer 
to their previous suggestion, that the Government should 
restrict the list of pharmaceutical benefits to life-saving and 
disease-preventing drugs, I conclude that your Council has 
abandoned this proposal. Will you kindly advise me whether 
this is so? 

I would appreciate your early advice on this point as I am 
anxious to frame recommendations for consideration by the 
Government not later than the end of this month. 

As I desire to present to the Cabinet the views of your 
Council, I would be glad to know whether there are any 
other matters relating to pharmaceutical benefits your Council 
may care to submit or discuss before I proceed to prepare my 
submission. 


Yours faithfully, 
(Sgd.) N. E. McKENNA. 


Dr. J. G. Hunter, 
Secretary, 
Federal Council of the British Medical Association, 
135, Macquarie Street, 
Sydney, N.S.W. 
The General Secretary then said that he had replied to the 
Minister on September 8, 1947, in the following terms: 
Federal Council of the British Medical 
Association in Australia, 
135, Macquarie Street, Sydney, 
8th September, 1947. 

Senator the Honourable N. E. McKenna, 
Minister for Health and Social Services, 
Parliament House, 
Canberra, A.C.T. 
Dear Mr. Minister, 

I acknowledge receipt of your letter of 13th August, the 
contents of which have been considered by the Federal Council. 

The Council desires to emphasize that its suggestions con- 
cerning the. nature and scope of pharmaceutical benefits, 





referred to in the President’s letter of 5th March and amplified 
both at the conference of 21st April and in its letter of 29th 

y, have not been withdrawn. The Council does not agree 
that that implication is correctly to be made either from its 
letter of 18th July or from the fact that that letter was 
written. That letter refers to the position created by the passage 
of the Act of 1947 after the conference of 21st April, and it is 
clear to the Council that its alternative proposals are just as 
relevant to and just as important in relation to the 1947 Act 
as when first made. 

In writing to you in terms of the letter of 18th July the 
Council felt; and with respect considers it had reason to feel, 
that, as the contents of the Act of 1947 did not meet its 
objections to the Act of 1944-45, as will be discussed in the 
next paragraphs, its own views were not being any further 
favoured in government policy. Nor was the reasonableness 
of this inference diminished by your letter of 7th July which, 
though written after the passage of the Act of 1947 and after 
amplification of the Council’s proposals referred to at the con- 
ference of 21st April in the letter of 29th May, indicates that 
no ministerial choice had been made between the Council’s 
suggestions for pharmaceutical benefits and the proposals of 
the Government, but that this vital matter of principle has 
been deferred for consideration by the administrative authority. 

It has been pointed out in the preceding paragraph that the 
Act of 1947 failed to meet the Cowncil’s objections to the Act 
of 1944-45. It is clear to the Council that the Government has 
failed to grasp the decisive importance of the Council’s objection 
to the obligation created by the Act for the practising doctor 
to decide by his prescription whether benefits shall be available 
to his patients or not. In your letter of 13th August you say 
the Government must accept responsibility for non-inclusion 
of preparations used by doctors in the exercise of their judge- 
ment. This, however, clearly misses the point of the statement 
the Council has repeatedly made that doctors will be requested 
by patients to prescribe for the purpose of obtaining benefits, 
and, where the needs of the patient lie outside the range of 
benefits, no process of reasoning or argument could convince 
patients that the doctor is not responsible, especially if govern- 
ment statements continue to inform the public, as they have 
already done on an impressive scale, that all modern remedies 
will be included in the formulary. Accordingly, it will be 
impossible for the doctor to escape pressure to restrict his 
prescribing. In other words, the more conscientious the 
doctor, the greater his disadvantage. 

You state that constant revision of the formulary would 
prevent denial of benefits. The Council has already pointed 
out that revision of formularies can never keep pace with the 
availability of remedies. Moreover, revision, however fre- 
quently made, has no bearing on the individual doctor’s judge- 
ment in prescribing. No group of minds of a formulary com- 
mittee can take the place of the mind of the individual doctor 
in contact with his patient. Finally on this point the Council 
in its several conferences with government representatives 
has learned repeatedly that the cost factor is to limit the scope 
of benefits, and therefore additions to the formulary are not 
likely to be made without delay. 

You state further that you have not yet asked the Govern- 
ment to consider the question of a formulary. The Council 
feels that this matter of the doctor’s freedom in prescribing 
is so directly concerned with the patient’s welfare that the 
Government should take the responsibility now of deciding on 
the policy, and not delegate the matter to the regulation- 
making authority. After all, the Council feels there cannot 
be a more important principle than one involving freedom. 

The Council’s second objection is the principle of penal 
clauses. The Council draws your attention to Section 23 (b, g) 
of the Act of 1947. From this it appears that the Government 
has removed the penal clause from the body of the Act and 
transferred the power contained in it to the regulation-making 
authority. In the Council’s opinion the relegation of this power 
to future and undefined regulations is infinitely more pernicious 
than its inclusion in a special section of the Act. The Council 
strongly affirms that it is no effective answer to this objection 
to point out, as you do in your letter of 13th August, that “‘it 
is not proposed that a doctor should be open to prosecution, 
conviction, fine or imprisonment for such prescribing”’. The 
Council is concerned to know what the penalty would be. Would 
it be bape ~ tg of the right to prescribe? Further, while the 
Council readily accepts your own assurance that you intend 
no fine or imprisonment, it points out, as its representatives 
did_at the conference of 2ist April, that your assurance, even 
if noted, will have no effect on future Ministers and future 
controlling bodies. The Council desires, finally, to emphasize 
that fraud under this Act should be pursued like any fraud, 
that is, by the ordinary processes of the law. The Council finds 
it difficult to comprehend the occurrence of any other important 
offence under this Act sufficient to warrant severe penalties. 

As to the form of administration the Council readily concedes 
that that is primarily for the Government to decide.. It, how- 
ever, claims the right to judge whether the form of administra- 
tion chosen by the Government is likely to advance the 
efficiency of a pharmaceutical benefit scheme, or any other 
essentially medical scheme. It has been made clear that the 
Government intends this Pharmaceutical Benefits Act to be 
administered by the central authority over a Government 
Medical Service, and that your own disposition is to choose 
for that purpose a commission under ministerial control. How- 
ever, as the Act stands at present, control is vested in the 
Department of Health. 

As to the Council’s fourth objection, ie., to Section 16, 
the Council is far from feeling that this point lacks merit, as 
suggested in your letter. The objection which the Council 
took to Section 16 of the 1944-45 Act, viz., because of the 
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opportunity which it presented of introducing a nationalized 
medical service through an Act not drawn up for that purpose, 
applies with equal force to the similar section in the Act of 
1947. Though no action of the kind may be contemplated the 
Council feels that this provision as drafted may in circumstances 
not unforeseen by it be used to compel a medical practitioner 
to act contrary to his conscience and professional honesty. 

The Council has considered the suggestion in your letter 
of 7th July that there should be reference of certain minor 
details of its proposed benefits to a small committee. It feels, 
however, that the important matters of principle outstanding 
should be finally settled before further consideration is given 
to details. Once principles are established, the Council con- 
siders, details will readily fall into place. 

With reference to your quotation from its letter of 29th 
May dealing with comments on the Commonwealth Pharma- 
ceutical Formulary, the Council would point out that the 
essential words ‘fon his own prescription form, is free to the 
patient” have been omitted. 

The Council, on reviewing the whole sequence of corres- 
pondence, feels that it has placed its views clearly before you 
as Minister; that it has gone to very considerable lengths to 
assist the Government; that several of its members have 
devoted long periods of their valuable time to that purpose; 
that it has reduced the question to the consideration of and 
decision upon a very few main principles, the chief of which 
is the preservation of the doctor’s freedom in the patient’s 
interest; that it would be unfaithful to the trust of the people 
and doctors if it did not hold these principles as indispensable. 
Realizing the implications of this determination the Council 
has, with the approval of the profession, provided the Govern- 
ment with a well-considered and clearly sound alternative. 

The Council will await the favour of your decision on these 
submissions. 

Faithfully yours, 
(Sed.) J. G. HuNTER, * 
General Secretary. 


The General Secretary said that he had had the following 


reply from the Minister: 
Minister for Health and Minister 
for Social Services, 
Parliament House, 
Canberra, 
23rd September, 1947. 


Re Pharmaceutical Benefits. 
Dear Dr. Hunter, : 

I acknowledge receipt of your letter of the 8th inst., in the 
course of which you have reviewed my comments on the 
principles affirmed by your Council. 

I feel that we are in agreement that these matters have now 
been fully discussed. 

I propose to seek the decision of the Federal Cabinet, and in 
accordance with my undertaking, to place fully before Cabinet 
the views of your Federal Council. 

I desire to add that your Council is mistaken in its state- 
ments to the effect that it was ever intended that responsibility 
for a decision on these subjects should be left to the adminis- 
trative or regulation making body. I have made it clear not 
only at our April conference, but in correspondence, that the 
decision would be made by the Government. This appears 
plainly from the second last and last paragraphs of my letter 
to you of the 13th August last. Moreover, my letter of the 
7th July contains no suggestion that any of these matters had 
been deferred for consideration by the administrative body, and 
I am sure that further perusal of that letter will show that you 
were under a misapprehension in claiming that it did. 

I am at a loss to understand your statement that “... the 
Council in its several conferences with government repre- 
sentatives has learned repeatedly that the cost factor is to limit 
the scope of benefits. ...” 

The preface to*the Commonwealth Pharmaceutical Formulary 
published in 1945 in fact contains the following statement: 

“While due regard to economy in prescribing has been 
observed, in no. case has therapeutic efficiency been subordinated 
to any consideration of drug economy. An examination of the 
Formulary will show that any economy exercised has been 
directed solely towards the elimination of redundant ingredients 
such as superfluous flavouring and colouring agents.” 

Moreover, at the April conference (which is the only con- 
ference that I have had with your Council on the question of 
pharmaceutical benefits), when it was suggested by your 
Council that a Formulary was favoured by the Government in 
order* to reduce cost to the Government, the attitude of the 
Government was made clear in this statement by a government 
representative : 

“There are two approaches to the subject of cost to the 
Government, and they tend to be confused. The first one is 
that of keeping cost down by limiting the benefits given. While 
the range of benefits given is obviously a determinant of cost, 
this has not, in my experience, been the basis of the Govern- 
ment’s consideration of the matter.” 

“The other approach and the one which the Government has 
adopted is that of giving a comprehensive range of benefits— 
in the light of the advice of the Formulary Committee which 
includes doctors. Given the range of benefits, then safeguards 
are introduced to ensure efficient and economic administration 
of the scheme—i.e., cost is kept to a minimum consistent with 
the efficient administration of the comprehensive scheme as 
the Government sees it.” ; 

The Government will not be influenced by cost in determining 
the scope of the pharmaceutical benefits, but having determined 
the scope will, of course, discharge ‘its general responsibility 





for public funds by using efficient and economic methods and 
safeguards in the administration of the scheme. 

I regret that the words ‘on his own prescription form is 
free to the patient” were omitted from the quotation in my 
letter of 13th August last. I have to thank you for directing 
my attention to the omission, and shall be obliged if you will 
kindly insert the words in the appropriate place to adjust the 
quotation. They appeared on my draft, but were omitted in 
a eee Yours faithfully, 

Dr. J. G. Hunter, (Sgd.) N. E. McKenna. 
Secretary, 

Federal Council of the British Medical Association, 

135, Macquarie Street, 

Sydney, N.S.W. y 


Dr. Lee said that according to gossip in Queensland, staff 
for the administration of the act had been assembled. Dr. 

. W. Carter said that he had written to the President 
stating that he understood that the Minister would try to 
secure cooperation this year for the introduction of the act. 
Dr. Carter thought that the profession should be organized 
not to use the act. Dr. H. R. R. Grieve agreed with Dr. 
Carter and said that he thought the Federal Council should 
communicate with the members in each State. Specific 
advice should be given. Members should not merely be told 
“do not cooperate”. For example, if a medical practitioner 
was urged by a patient to use the act, he might say that 
he was willing to prescribe on his own prescription forms, 
and that he must be allowed to use his own discretion about 
what he wished to prescribe for his patient. It was direct 
advice which was needed. Dr. H. C. Colville said that the 
Victorian Branch had accepted the advice of the Federai 
Council not to cooperate with the Government in the 
administration of the act, and he read a circular which was 
being issued by the Branch to each of its members. Dr. 
A. J. Murray said that the lack of news from the Minister 
was not a favourable sign. The attitude of the profession 
should be that the doctor’s job was to prescribe as he thought 
fit. Dr. H. W. Horn thought that the Federal Council’s 
advice to return the forms would be effective. Dr. N. M. 
Cuthbert agreed with Dr. Murray. Dr. W. F. Simmons 
thought the Victorian statement was excellent. The General 
Secretary reminded members that they had told the Minister 
that they would cooperate if they were allowed to prescribe 
on their own forms. Dr. Colville drew attention to two facts. 
The first was that the circular which the Victorian Branch 
had prepared was already printed and had cost a good deal 
of money. The second was that the machinery advised 
should be used. After discussion it was resolved that a 
subcommittee consisting of Dr. H. C. Colville, Dr. H. R. R. 
Grieve and Dr. F. W. Carter should draw up a statement to 
be sent to Branch members for circulation amongst their 
patients. At a later stage in the meeting the following two 
documents were adopted: 


Pharmaceutical Benefits Act, 1947. 

The Federal Council of the British Medical Association in 
Australia desires each member of the Association to know the 
actual steps to be taken in the event of the Pharmaceutical 
Benefits Act, 1947, coming into operation. 

Each member should— 

1. Return to the Association Branch Office prescription forms 
and Formulary sent by the controlling authority under 
the Act. 

Continue to prescribe as heretofore on private forms or 
lodge prescription books. 

Ensure that all patients receive a copy of the printed 
statement sent by his own Branch of the British Medical 
Association. 


“Why I, Your Doctor, Will Not Take Part in the ‘Free 
Medicine’ Plan.” 

1. The Act limits “Free Medicine” to those preparations con- 

tained in a list (“The Commonwealth Pharmaceutical 
Formulary”) drawn up by the Government, and no set list can 
meet the prescribing needs in- my practice. In other words, 
I must be at liberty to prescribe the mixture J think best for 
your particular complaint and not the mixture the Government 
thinks adequate. 
' 2. The Government refuses to accept a doctor’s prescription 
written on his own prescription forms as entitling a patient 
to free medicine, but insists.that all prescriptions be written in 
duplicate on a government form. I refuse to carry out this 
procedure for these reasons: 

(a) It is entirely unnecessary. 

(b) It wéuld require me to spend a considerable part of 

my valuable time performing clerical work which could 
be done by others. . 

(c) It would immediately bring me under government control, 
and I am not .prepared to run the risk of being fined 
£50 or sent to gaol for three months for some so-called 
“offence” against the Act or the Regulations under it. 

I HAVE NO OBJECTION TO THE GOVERNMENT PAYING 
THE CHEMIST FOR DISPENSING ANY PRESCRIPTION I 
MIGHT GIVE -YOU—THAT IS, SUPPLYING YOU WITH 
“FREE MEDICINE”. 
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It was resolved that instead of using the Federal Council’s 
form for transmission to their patients, Victorian Branch 
members should use the form which had already been pre- 
pared for the Victorian Branch. It was also resolved that 
in addition to the pamphlets for distribution to the public, a 
placard containing the same information as in the pamphlets 
should be issued to each member of the Association -for 
display in his waiting room. It was also determined that 
the cost of printing and distribution of the placards should 
be borne by the Branches, and that the time of issue of 
the pamphlets and placards should be left to the discretion 
of the Branches. 


: Implications of the Act. 


The General Secretary reported that he had sought the 
advice of the Council’s solicitors on the implications of the 
act in regard to the responsibility of the medical practitioner. 
The case submitted for Counsel’s opinion was as follows: 


By Act No. 81 of 1946 of the Commonwealth Parliament 
assented to on 19th December, 1946, Section 51 of the 
Constitution was altered by inserting after paragraph xxiii the 
following paragraph: 


“xxiiiA. The provision of maternity allowances, 
widows’ pensions, child endowment, unemployment, 
pharmaceutical, sickness and hospital benefits, medical 
and dental services (but not so as to authorise any form 
of civil conscription), benefits to students and family 
allowances.” 


Paragraph xxxix of the same Section reads: 


“Matters incidental to the execution of any power vested 
by this Constitution in the Parliament or in either House 
thereof, or in the Government of the Commonwealth, or 
in the Federal judicature, or in any Department or Officer 
of the Commonwealth.” 


As a result of the insertion in the Constitution of paragraph 
xxiiiA abovementioned the Commonwealth Parliament now 
has power to make laws with respect to the provision of 
pharmaceutical benefits, medical services and other matters 
mentioned in paragraph xxiiiA and matters incidental thereto. 


Since the alteration of the Constitution on the 19th December, 
1946, as abovementioned the Commonwealth Parliament has 
passed a new Pharmaceutical Benefits Act, 1947. In case 
Counsel has not yet received a copy of this Act we forward 
a copy for Counsel’s information. 


Counsel will please advise: 


1. Whether the Pharmaceutical Benefits Act imposes any 

obligations on Medical Practitioners or restricts in any 
way Medical Practitioners in the carrying on of their 
medical practices, and if so in what respects and to what 
extent. 
Whether in view of the alteration to the Commonwealth 
Constitution as abovementioned it is within the power 
of the Commonwealth Parliament to impose on Medical 
Practitioners any form of restraint or compulsion in the 
carrying on of their practices, particularly with reference 
to the prescribing of medicine or treatment for patients, 
and if so generally in what respects and to what extent. 


Whether it is within the power of the Commonwealth 
Parliament to say whether Medical Practitioners may or 
may not or must or must not prescribe medicines and 
treatment, or to lay down terms and conditions upon 
which they may so prescribe or carry on practice. 


Generally concerning the effect of paragraph xxiiiA of 
the Constitution and powers thereby conferred on the 
Commonwealth Parliament relative to Medical Prac- 
titioners and their right to practise. 


Counsel’s opinion was in the following terms: 


I have read the Case for Opinion and I have considered the 
matters upon which opinion is sought. I would answer the 
questions asked of me as follows: 


1. No. 

2. The services of Medical Practitioners cannot be compelled 
in any case: but, as incidental to the provision of medical 
services, some regulation of medical practice may be 
effected, though I would think only in minor respects. 
The power under the Constitution as amended is not a 
power to regulate medical services, but only to legislate 
to provide such services without a power to compel any 
person to render them. The scheme of the Pharmaceutical 
Benefits Act is illustrative of the limits of the power. 
It does not directly legislate with respect to any pharma- 
ceutical service, but merely provides that if pharmacists 
voluntarily seek approval their subsequent rights and 
obligations are prescribed in various respects. 


{n my opinion they cannot. 


I think what I have said above -fairly indicates the 
general limits of the constitutional power. 


The General Secretary said that copies of Counsel’s opinion 
had been sent to the Branch Councils. 





MEpDIcAL PLANNING. 


The General Secretary reported that he had received from 
the Director-General of Health a report of the conference 
held with the Minister at Melbourne on July 21, 1947. Copies 
of this had been printed and forwarded to the Branches and 
to the members of the Federal Council. The General 
Secretary’s report of the conference had also been forwarded 
to the Branches. 

The Federal Council considered the prospect of future 
conferences with the Federal Minister for Health. It had 
before it a letter from the Western Australian Branch, 
requesting that the Minister for Health should be asked 
when he would be prepared to discuss with the Council the 
outcome of his deliberations concerning the matters dealt 
with at the conference between himself and the Council in 
Melbourne on July 21, 1947. It also considered a resolution 
passed at the previous meeting of the Federal Council to 
the effect that in view of the expressed policy of the Federal 
Government to introduce a complete free medical service 
under government control, the Branch Councils should be 
asked whether the profession was prepared under any 
circumstances to cooperate with the Government in the 
formation of such a service. The General Secretary 
explained that replies had been received from the Branches. 

After a full discussion the Federal Council then resolved 
that it should continue negotiations with the Government 
unless and until it was clear that the Government rejected 
any of the following principles regarded by the Council as 
essential: (i) Control should be vested in a corporate body. 
(ii) There should be no contract between the Government 
and individual practising doctors. (iii) Payment should be 
made on a fee-for-service basis. The Federal Council 
declared that if the Minister for Health wanted to invite the 
Federal Council to another conference, he should be respect- 
fully requested to state on what points he desired further 
te confer, and that consideration should then be given on the 
receipt of his reply. The Federal Council also decided that it 
would not take any action to initiate further conferences with 
the Government. 

* At the conference in July, 1947, the Minister had expressed 
interest in the fee-for-service system, and the General 
Secretary reported that the Victorian Branch had asked 
that a memorandum on the fee-for-service method of 
payment, which had been prepared by Dr. C. Byrne and 
Dr. C. H. Dickson, should be forwarded to the Minister for 
Health as soon as possible. The General Secretary reported 
that the Victorian statement had been sent to the Branches, 
Some alterations had been suggested and the report as 
amended had been sent to the Minister. 

The General Secretary reported that he had received from 
the New South Wales Branch the copy of a letter received 
by the Branch from the University of Sydney Medical 
Society. He explained that the society, which was an 
undergraduate body, had recently conducted a referendum 
amongst its members to ascertain their attitude to the more 
important of the principles concerning a national medical 
service which had been set up by the Federal Council. 
Having conducted the referendum, the University of Sydney 
Medical.Society wrote a letter to the Federal Minister for 
Health setting out the results of the referendum. The 
students’ letter to the Minister is as follows: 


UNIVERSITY OF SYDNEY MEDICAL SOCIETY. 
New Medical School, 
December 19, 1947. 
Senator The Hon. N. E. McKenna, 
Canberra, A.C.T. 
Dear Senator McKenna, ‘ 

Considering the present interest in a National Medical 
Service, the University of Sydney Medical Society decided to 
obtain the opinion of a cross-section of present undergraduates 
on this vital matter. 

In a referendum conducted to ascertain their attitude, 793 
medical students from all years in the Faculty registered an 
opinion. Of these 708 (89%) felt that in any National Medical 
Scheme the following principles must be maintained: 

i. The Medical Profession is, in the public interest, opposed 
to any form of service which leads directly or indirectly 
to the profession as a whole becoming full-time salaried 
servants of the State or local authorities. 

The Medical Profession should remain free to exercise 
the art and science of medicine according to its traditions, 
standards and knowledge. The individual doctor retaining 
full responsibility for the care of the patient, freedom 
of judgement, action, speech and publication, without 
interference with his professional work. 

The citizen should be free to choose or change his or 
her family doctor, to choose, in consultation with his 
family doctor, the hospital at which he should be 
treated, and free to decide whether he avails himself of 
the public service, or obtains the medical service he 
needs independently. 
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iv. Doctors, like other workers, should be free to choose 
the form, place and type of work they prefer without 
governmental or other direction. 

v. Every registered medical practitioner should be entitled 
as a right to participate in the medical service. 

The hospital service should be planned over natural 
hospital areas, centres or universities, in order that 
these centres of education and research may influence 
the whole service. 

There should be adequate representation of the medical 
profession on all administrative bodies associated with 
the new service in order that doctors may make their 
contribution to the efficiency of the service. 

Of the remainder of students, 65 (8%) disagreed with one 
or more of the above principles, and 20 (3%) votes were 
informal. Of the latter 65, 38 felt that the first one only was 
unimportant, but that the rest were necessary. 

We forward this material. for your information, and hope 
that due notice of the desires and interests of present medical 
undergraduates will be taken. 

Yours faithfully, 
(Sgd.) B. L. Rew, Honorary Secretary. 
(Sgd.) Raymonp V. Dan, Returning Officer. 
The General Secretary said that the event was remarkable, 
in that the students had acted voluntarily and without a 
request from the British Medical Association. 


Publicity. 


The General Secretary brought to the notice of the 
Federal Council several statements which had appeared in 
the daily Press about the conference between the Minister 
and the Federal Council in July, 1947, on the subject of 
national medical service. The statements were noted. 

A communication was received from the South Australian 
Branch asking approval for a Press statement on the doctor- 
patient relationship. The statement was approved. 


Young Women’s Christian Association. 


A letter was received from the Young Women’s Christian 
Association of Australia suggesting that a letter be written 
to the Minister for Health urging that the money expended 
by his department should be directed to preventive work. 
It was resolved that the request should be approved. 


Hospital Services: Payment of Pathologists. 


A letter was received from the New South Wales Branch 
advising the Federal Council of its views on the payment of 
pathologists. It stated that a pathologist who had had five 
years’ training and had obtained a higher relevant qualifica- 
tion, thus attaining the status of a specialist in pathology, 
should receive a minimum salary of £1250 per annum. 
Further, a specialist pathologist in a teaching hospital 
should receive a salary beginning at £1500 per annum and 
rising to £2500 per annum. Finally a specialist pathologist 
in a special teaching hospital or non-teaching general 
hospital should receive a salary beginning at £1250 per 
annum and rising to £2000 per annum. The letter was 
received. 


Result of the Plebiscite in Great Britain. 


The General Secretary placed before the Federal Council 
a table setting out the results of the British Medical Associa- 
tion plebiscite on the National Health Service Act of Great 
Britain. These results were discussed in a leading article 
in this journal on March 13, 1948, at page 341. 


SHORTAGE OF NURSES. 


The General Secretary reported that the Australian Red 
Cross Society had asked the Federal Council to appoint two 
delegates to attend a conference on the shortage of nurses 
to be held at Melbourne on October 31, 1947. Dr. F. L. 
Davies and Dr. Victor Hurley had been appointed. Dr. 
Victor Hurley made a short statement on the conference and 
the Federal Council adopted a resolution thanking him and 
Dr. Davies for having attended. 


CONTRACT PRACTICE. 
Contract Practice Committee. 


The General Secretary pointed out that the Federal Council 
had to decide whether it would appoint a Contract Practice 
Committee. Dr. A. E. Lee questioned whether such a com- 
mittee was required. He thought that the present com- 
mittee should not be reappointed. Dr. F. W. Carter opposed 
this view and said that conditions might arise under which 
action might have to be taken by the committee. After 
discussion the Federal Council decided that the Contract 
Practice Committee should be reappointed as follows: 
Queensland, Dr. L. P. Winterbotham; New South Wales, 
Dr. H. R. R. Grieve; Victoria, Dr. C. H. Dickson; Tasmania, 
Dr. J. R. Robertson; South Australia, Dr. R. J. Verco; 





Western Australia, Dr. H. Leigh Cook; together with the 
President, Sir Henry Newland, ez officio. 


The Common Form of Agreement. 


A letter was received from the Western Australian Branch 
regretting the decision of the Federal Council to permit the 
New South Wales Branch in its agreement to lay down a 
special rate for single males between the ages of 16 and 21 
years and requesting that the matter be referred to the 
Contract Practice Committee. The Western Australian 
Branch instructed its representatives to move for rescission 
of the resolution of the Federal Council of July 18, 1947, 
in which the New South Wales Branch was given approval 
for the adoption of this special rate. It was explained by 
the New South Wales representatives that no move had 
been made to introduce the special rate. Dr. F. W. Carter 
moved that the resolution of the Federal Council of July 18, 
1947, to which reference has been made, should be expunged 
from the minutes of the Federal Council. The motion was 
carried. 

A copy of the amended Common Form of Agreement for 
use in New South Wales was received from the New South 
Wales Branch and the Branch also sent a copy of a letter 
from the friendly societies of New South Wales advising 
that the Prices Commissioner had approved of the agree- 
ment. 

The General Secretary said that he had received a copy 


.of the Western Australian Common Form of Agreement. 


It was noted that the rates quoted in the agreement were 
irrespective of the income of the lodge member. 

Reference was made to the Common Form of Agreement 
as adopted in South Australia and to the clauses (7(a), 14 
and 29(b)) dealing with the dispensing of medicines, the 
provision of midwifery services and income limit 
respectively. It was held that the rate adopted for dis- 
pensing was lower than it should be, whilst the income 
limit was considerably in excess of that laid down in the 
Federal Model Agreement. Dr. J. R. Verco said that the 
charge for medicine was that usually paid to pharmacists 
in South Australia in the country districts. Dr. W. F. 
Simmons pointed out that the South Australian agreement 
was a departure from the model Common Form of Agree- 
ment. It was resolved that the South Australian Branch 
should be asked to reconsider clauses 7(a), 14 and 29(b). 


THE Royat MELBOURNE HOSPITAL. 


Attention was drawn by the President to the fact that 
the Royal Melbourne Hospital was celebrating its centenary. 
He moved, from the chair, the following motion which was 
carried unanimously: 

On this, the occasion of the centenary of the Royal 
Melbourne Hospital, the Federal Council of the British 
Medical Association in Australia, now in session, con- 
gratulates the President and Board on the hospital’s 
proud record of service to the community and to medical 
and nursing education. 

Dr. Victor Hurley, the President of the Royal Melbourne 
Hospital, thanked the Federal Council on behalf of himself 
and members of the Hospital Board. 


NATIONAL HEALTH AND MEDICAL RESEARCH COUNCIL. 
Grant for Medical Research. 


At its last meeting the Federal Council resolved that a 
letter should be written to the Minister for Health and 
Social Services urging that consideration should be given 
to the establishment of a research foundation of not less 
than £500,000. 

The General Secretary reported that he had written the 
letter and had received a reply stating that the Federal 
Council’s request would be kept in mind when the matter 
was again submitted to Cabinet. 


Report of the Twenty-Third Session. 


The General Secretary stated that he had received a copy 
of the report of the twenty-third session of the National 
Health and Medical Research Council held at Sydney on 
June 3 and 4, 1947. 


Report of the Twenty-Fourth Session. 

The report by Dr. W. F. Simmons, the Federal Council's 
representative on the National Health and Medical Research 
Council, of the twenty-fourth session of that body held on 
November 12, 1947, was received. 


CoMMONWEALTH DEPARTMENT OF HEALTH. 


A letter was received from the Acting Director-General of 
the Commonwealth Department of Health forwarding 4 
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copy of the letter received from the Royal Society of 
Medicine, London. The letter referred to the use of micro- 
films and library fehabilitation after the recent war. The 
Royal Society of Medicine proposed to present a microfilm 
reader to medical libraries in the Commonwealth of Aus- 
tralia. The General Secretary said that a copy of the letter 
had been sent to the Branches and that the replies of the 
Branches had been sent on to the Acting Director-General 
of Health. 

The General Secretary said that he had received a request 
from the Commonwealth Department of Health asking for 
assistance to obtain the services of an ophthalmologist for 
Nauru. He reported that he had been in communication 
with one or two ophthalmologists and thought that he 
would be able to help the department. 

A communication was received from the Acting Director- 
General of Health drawing attention to the danger of 
addiction to the drug “Pethidine”. It was pointed out that 
this drug was not on the Dangerous Drug List of New 
South Wales and Tasmania and that some addiction to it 
had already occurred. The General Secretary said that 
steps had been taken to remedy the defect in New South 
Wales. 

A communication was received from the Commonwealth 
Department of Health in regard to the appointment of a 
part-time Director of the Institute of Orthopedics in the 
British Post-Graduate Medical Federation. The salary 
attached to the position was £2250 per annum. The General 
Secretary reported that he had sent the communication to 
the Branches. 


Woritp MEpICcAL ASSOCIATION. 


The General Secretary reported that he had received a 
copy of the agenda for the first annual meeting of the 
World Medical Association which was held at Paris on 
September 17 to 20, 1947. He also explained that the late 
T. W. Lipscomb had acted as the delegate of the Federal 
Council.at this meeting. He had sent a report which had 
been circulated amongst members of the Federal Council. 
A report had also been received from Dr. C. Hill, the 
Honorary Secretary, forwarding a preliminary note of: the 
main decisions of the meeting. The first documents received 
were copies of the official minutes and of the constitution. 

The General Secretary referred to the questionnaire which 
had been received from the World Medical Association with 
a covering letter from Dr. Charles Hill, the Honorary 
Secretary. Dr. Hill explained that the questionnaire had 
been framed in order to comply with-a resolution that the 
Council of the World Medical Association should be requested 
to prepare a comparative statement of the duration and 
content of the course of training for medical practitioners 
-in different countries. The intention was that the Council 
should consider the question of the uniformity of standards 
required for registration of the right to practise. The 
General Secretary said that the questionnaire had been sent 
to the Branches and that replies had been received. The 
Federal Council discussed the questionnaire in the light 
of these replies and drew up special answers to the questions 
dealing with standards of medical education. 

A request was received from the World Medical Assacia- 
tion asking for nominations or suggestions for the appoint- 
ment of a secretary. It was decided that the Federal Council 
should recommend the appointment of Dr. T. C. Routley, of 
Canada. 

A statement was received showing that the Australian 
subscription to the Association was 1308.80 Swiss francs or 
£95 1s. 6d. Australian currency. The subscription had been 
paid. 

The Honorary Secretary of the World Medical Association 
had also written stating that the permanent headquarters 
of the Association would be in the building of the New 
York Academy of Medicine at 2 East 103rd Street, New 
York, and that a meeting of Council would be held in New 
York on April 26 to 29, 1948. 


MeEpIcAL PRACTICE IN FRANCE. 


The General Secretary reported that he had received a 
letter from the National Council of the Order of Physicians 
in France forwarding a copy of the statute governing 
medical practice in France and also copies of the first four 
bulletins of the Council, the last of which included a Code 
of Deontology. The documents were received. The following 
Is an English translation of the code. 

The President of the Council of Ministers, on the evidence 
of the Custodian of Seals, Minister for Justice, of the Minister 
for Public Health and Population and of the Minister for 
Employment and Social Security. : 

In view of decree number 45,2184 of September 24, 1945, 
and particularly article 66 of this decree, in the terms of which 





“a code of ethics adapted to each of the professions of doctors, 
surgeon dentists and midwives will be prepared by the national 
council of the group concerned and submitted to the Council 
of State to be enacted in the form of a public administration 
regulation”’. . 

In. view of the proposals of the National Council of the 
Faculty of Doctors, the said Council of State decrees: 

Article 1. The provisions of the present code are compulsory 
for every doctor on the register. Breaches of these provisions 
come within the disciplinary jurisdiction of the group. 


SECTION 1. 
General Duties of Doctors. 

Article 2. Every doctor must refrain, even when not practising 
his profession, from any act which may bring the latter into 
disrepute. , 

Article 3. Whatever his duties or his speciality, except in 
the case of impossibility alone, every doctor must give emergency 
treatment to a patient in immediate danger if other medical 
care cannot be guaranteed. 

Article 4. Professional secrecy is obligatory on every doctor, 
except in the case of derogations laid down by the law. 

Article 5. The principles set out below, which are traditionally 
those of French medical practice, are obligatory on every 
doctor, except when the circumstances are such that to observe 
them would be incompatible with a legislative or regulating 
provision, or would be likely to jeopardize the rational func- 
tioning and the normal development of the services or institu- 
tions of social medicine. 

These principles are: 

Free choice of doctor by the patient. 

Freedom of prescribing by the doctor. 

Direct agreement between the patient and the doctor on the 

question of fees. 

Direct payment of fees by the patient to the doctor. 

Article 6. A doctor must care for his patients equally 
conscientiously, whatever their social position, his personal 
feelings towards them and their moral status. 

Article 7. A doctor must not abandon his patients in case 
of public danger, except on the definite order, given in writing, 
of the relevant authorities. 

Article 8. A doctor is forbidden to give a biassed report or 
a certificate to oblige a patient. 

Article 9. All forms of trickery likely to bring his profession 
into disrepute, and in particular all the practices of charlatinism, 
are forbidden to a doctor. - 

Article 10. The practice of medicine is a ministry; medicine 
must not in any circumstances or in any way be practised as 
a trade. 

The following are specifically forbidden ‘to the doctor: 

1. All forms of advertisement or of personal publicity of a 
commercial nature, in particular appeals through the Press or 
over the radio, except in exceptional cases and with the 
permission of the departmental council or, in case of emergency, 
of its authorized representative. 

2. Performances to attract attention’ which 
exclusively scientific or educational purpose. 

3. Any collaboration in a commercial undertaking providing 
treatment, in which the doctor would not have complete 
professional independence. 

Article 11. The only details which a doctor is permitted to 
put on his prescription forms or in a directory are the 
following : 

1. Those simplifying his relations with his patients, that is 
to say,.name, Christian names, address, telephone number, days 
and hours of consultation, and bank account for the payment 
of cheques by post. 

2. The specialty to which he is recognized as belonging by 
the departmental council under the conditions laid down by the 
National Council of the Faculty with the approval of the 
Minister for Public Health and Population. 

3. Qualifications and offices recognized as 
National Council of the Faculty. 

4. Honours recognized by the French Republic. 

Decisions made with regard to the application of the second 
paragraph may be the occasion of an appeal under the con- 
ditions set out with regard to inscription on the register; 
decisions made with regard to the application of the third 
paragraph may be sent on to the Minister for Public Health 
and Population. 

Article 12. The only details that a doctor is permitted to give 
on the plate put up at the door of his surgery are his name, 
his Christian names, his qualifications, his specialty, and his 
days and hours of consultation. This plate must not be larger 
than 25 cms. by 30 cms. 

Article 13. The following are forbidden: the inscription and 
employment of qualifications which are not recognized, as well 
as all procedures likely to mislead the public about the value 
of these qualifications, in particular by the employment of 
abbreviations in the wording. 

Article 14. The following are forbidden: 


1. Any secret payment or acceptance of money 
practitioners. 

2. Any payment of commission to any person at all. 

3. The acceptance of a commission for any medical pro- 
cedure, and in particular for examinations, prescription of 
drugs or apparatus, or the sending of a patient to a spa for 
treatment or to a private hospital. 

4. The cancellation of any insurance policy belonging to a 
sick or wounded person by payment in cash or in kind. 


have not an 


valid by the 


between 
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5. Any act intended to obtain for a sick person an illegal 
benefit. 

6. Any assistance offered to any person engaging illegally 
in the practice of medicine. 

Article 15. A doctor is forbidden to give consultations free 
or in consideration of salaries or honoraria in commercial 
houses where drugs or appliances that the doctor prescribes 
or employs are on sale, as well as in branches of such places. 


THE MEDICAL EXAMINATION OF CANDIDATES FOR ADMISSION 
TO THE COMMONWEALTH PUBLIC SERVICE. 


At a previous meeting of the Federal Council a discussion 
took place on the fees payable. for the examination of 
candidates for entry into the: service of the Commonwealth 
Bank of Australia. On that occasion the General Secretary: 
reported that he had written to the Chairman of the 
Commonwealth Public Service Board. At the previous 
meeting in July, ‘1947, no reply had been received. The 
General Secretary now reported that he had received a 
letter from the Commonwealth Public Service Board stating 
that the Board had approved of the increase from half a 
guinea to one guinea of the examination fee paid to medical 
practitioners for medical examination of new appointees to 
the Commonwealth Public Service. 


Workers’ COMPENSATION INSURANCE. 
A discussion took place on the liability of the employer 


or insurer for the cost of medical attendance in workers’ ~ 


compensation cases. This arose from a letter from the 
Queensland Branch asking that the Federal Council should 
take action to secure uniformity in the Commonwealth 
and State Workers’ Compensation Acts regarding the 
. liability of the employer or insurer for the cost of medical 
treatment. The Queensland Branch pointed out that under 
the Workers’ Compensation Act in Queensland a limit of £25 
was placed upon the Insurance Commissioner’s liability 
for medical expenses of insured workers. The Queensland 
Branch had made representations to the Commissioner in 
an endeavour to have the limit raised to that operating in 
some other States, but without success. It was pointed out 
in discussion that in the Commonwealth sphere the limit 
was £100. It was £100 in Western Australia and £75 to 
£100 in Victoria. In New South Wales the limit was £25, 
but this might he raised in certain circumstances on 
application to the Court. 

Dr. F. W. Carter said that in the opinion of the Contract 
Practice Committee of the Western Australian Branch it 
was wrong in principle to have any limit. There was no 
reason why the medical profession should carry the burden 
of industry. Dr. T. Giblin said that conditions were unsatis- 
factory in Tasmania where the limit was £25. Until last 
year the government hospitals had claimed payment. for the 
treatment of injured workers, but now the government 
hospitals waived the fees and the insurance companies 
directed the patients to hospitals. After discussion in which 
it was™pointed out that compensation insurance was a 
government monopoly in Queensland, the view was expressed 
that there appeared no way in which the Federal Council 
could comply with the Queensland Branch’s request. The 
Queensland Branch letter was received. 


Free For Lire ASSURANCE REPORT. 


A letter was received from the South Australian Branch 
in regard to the fee payable to an insurance company for 
a confidential report. The fee offered by the company was 
half a guinea and the issuing of the report did not require 
examination of the individual. The South Australian Branch 
had written to the Life Officers’ Association suggesting 
that the fee for the report in question should be at least 
one guinea. A reply had been received that in view of the 
nature of the report the fee of half a guinea was thought 
to be adequate. The Federal Council resolved that the 


fee should be one guinea. 


CONDITIONS OF ACCIDENT AND SICKNESS IN ACCIDENT AND 
SICKNESS INSURANCE POLICIES. 


The General Secretary referred to a previous discussion 
of the Federal Council on the conditions of accident and 
sickness insurance policies and the list of specified diseases 
contained in the policies. For some years the list of diseases 
had been regarded as unsatisfactory since many of them 
were rare and some were not known to occur in Australia. 
This matter had been brought to the notice of the Fire 
and Accident Underwriters’ Association, and in August, 1947, 
a letter had been received from that body in which it was 
stated that a new schedule of diseases had been drawn up. 
This schedule’ contained forty illnesses as against thirty in 
the old policy and they had been classified into groups for 





convenient reference. Five diseases had been deleted because 
for all practical purposs they did not occur in Australia and 
fifteen: had been added. The schedule of diseases had been 
circulated amongst the Branches and was discussed by the 
Federal Council. The diseases were classified into five 
groups: (a) infectious diseases, (b) diseases of respiratory 
organs, (c) diseases of the digestive system, (d) diseases 
of the urinary tract, and (e) a miscellaneous group. It was 
resolved that the reply to the Fire and Accident Under- 
writers’ Association should be that in the opinion of the 
Federal Council an “all sickness” policy was the only one 
which represented a satisfactory contract with the public. 


AUSTRALIAN PHARMACEUTICAL FORMULARY. 


The General Secretary reported that a new edition of 
the Australian Pharmaceutical Formulary had been issued, 
and reminded the Federal Council that in view of the 
composition of the Formulary it did not carry the imprimatur 
of the Federal Council as previous editions had done. 


AUSTRALIAN COUNCIL OF SPEECH THERAPY. 

Letters had been received from the South Australian 
Branch forwarding copies of a letter suggesting the forma- 
tion of an Australian Council of Speech Therapy by the 
Australian Association of Speech Therapists. The functions 
of the Council would be: (a) to prescribe a uniform course 
of training for speech therapists, (b) to select an Australian 
Board of Examiners, (c) to issue uniform diplomas of 
speech therapy throughout Australia. The Australian 
Association of Speech Therapists wished to have the views 
and opinions of the South Australian Branch, and also 
asked whether the Branch would be prepared to cooperate 
in the formation of the Council. 

The General Secretary said that the matter had been 
referred to the Branches and that they were all in agree- 
ment with the proposal. It was decided that the Association 
of Speech Therapists should be notified. 


AUSTRALIAN NATIONAL COMMITTEE ON ILLUMINATION. 


The General Secretary reported that a request had been 
received from the Australian National Committee. on 
Illumination asking that a representative of the Association 
might be appointed to that body. The General Secretary 
pointed .out that this committee had been started by the 
Australian Standards Association and that he had had some 
correspondence on the subject with the Ophthalmological 
Society of Australia (British Medical Association). The 
society had suggested that the representative might be Dr. 

M. Macindoe. The Federal Council resolved that Dr. 
Macindoe should be appointed as its representative on the 
Australian National Committee on Illumination. 


MEDICAL CERTIFICATION. 

A letter was received from the South Australian Branch 
giving details of the experience of one of its members in 
regard to certification and the Rationing Commission. The 
South Australian Branch thought that some liberalization 
in the acceptance of the certificates of medical practitioners 
was indicated, and it asked whether the Federal Councii 
could take any steps to bring this about. During the 
discussion Dr. W. F. Simmons explained the manner in which 
the regulations for medical certification for the Rationing 
Commission had been drawn up. He pointed out that the 
matter had been one of great difficulty and that precise 
definitions were needed. It was resolved that no action 


. Should be taken. 


' PoLLEN SuRvVEY OF THE PerTH AREA. 

A letter was received from the Western Australian Branch 
asking that consideration be given to the carrying out of 
a pollen survey of the Perth area. It was pointed out that 
there had not been an adequate investigation of the pollens 
of Western Australia. The Federal Council resolved to 
support the application of the Western Australian Branch 
to the National Health and Medical Research Council that 
a pollen survey should be made in the Perth area.. 


UNEMPLOYMENT AND SICKNESS BENEFITS Act, 1944. 


At previous meetings the Federal Council had discussed 
the Unemployment and Sickness Benefits Act, 1944, and had 
taken exception to the request by the Department of Social 
Services for disclosure of information about patients when 
the consent of the person concerned had not previously been 
obtained. It was held by the Federal Council that to give 
information about a patient in these circumstances was @ 
betrayal of the patient’s confidence. A letter was received 
from the New South Wales Branch asking that the Depart- 
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ment of Social Services should again be requested that the 
patient’s authority for disclosure of information should 
always accompany the department’s request. It was also 
suggested that the department should be asked to pay a 
fee of ten shillings for the supply of the information. The 
Federal Council resolved to comply with the New South 
Wales Branch’s request. 


THE IMPORTATION OF ELECTROCARDIOGRAPHS. 


At a previous meeting of the Federal Council a letter 
was received from the New South Wales Branch on the 
restriction of the importation of electrocardiographs. The 
Branch pointed out that the electrocardiograph manufactured 
in Australia was not suited for special types of investigation 
and that imported machines were necessary. The General 
Secretary reported that the Department for Trade and 
Customs had agreed that special electrocardiograph machines 
might be imported, and that at the present time import 
licences were being granted for American electrocardio- 
graphs required by universities, public hospitals and similar 
institutions, and by medical practitioners whose applications 
were sponsored by the Royal Australasian College of 
Surgeons. 


VACCINATION FOR SMALLPOX. 


At a previous meeting of the Federal Council reference 
was made to the requirements laid down by the Inter- 
national Sanitary Convention for Aerial Navigation, 1933- 
1944, that a certificate for vaccination for smallpox issued 
by a private practitioner to a person travelling overseas 
might not be recognized, as each country generally demanded 
that the certificate should be in the form prescribed by the 
Convention and be issued by a medical officer in an official 
position. It was thought that private practitioners might 
possibly be appointed as public vaccinators. It was, however, 
resolved that the Federal Council should communicate with 
the Commonwealth Department of Health requesting that 
the general quarantine medical officer in each State should 
be empowered to affix the official seal to certificates of 
successful vaccination issued by private practitioners. The 
General Secretary reported that he had written to the 
Acting Director-General of Health and had received a reply 
stating that it was essential that the reaction to vaccination 
should be observed by a medical officer of the Department 
of Health who would fill in that section of the certificate 
relating to his observation. This reply had been sent to the 
Branches. One or two of the Branches thought that a 
further protest might be made, but after discussion, in 
which it was mentioned that vaccination against cholera 
was now also required, it was resolved that no further steps 
should be taken by the Federal Council. 


Suppiies oF RICE. 

At several previous meetings of the Federal Council 
discussion had taken place about the fact that medical 
practitioners were asked to give certificates covering the 
supply of rice to patients. At the previous meeting the 
Federal Council decided to inform the Department of Com- 
merce and Agriculture that in its opinion there was no 
justification, while a world shortage of rice existed, for a 
special issue of rice on medical grounds, either to individual 
patients or to hospitals. The General Secretary reported 
that he had now received a letter from Dr. F. W. Carter, who 
wrote on instruction of the Western Australian Branch 
Council to say that wheat was regarded by many. leading 
American allergists to be the commonest major allergen in 
America, and that although this was probably an over- 
statement, it was a fact that wheat was a very important 
major allergen in both America and Australia. Rice was 
a close relation to wheat and a certain number of wheat 
allergics should not take rice either. However, a certain 
number could do so, and it would be doing them a grave 
injustice to deprive them of this source of palatable carbo- 
hydrate supply. Rye was a major standby for wheat 
allergics, but its supply in Australia was very limited. 
Moreover, rye was extremely unpalatable when baked into 
a loaf and rather unsatisfying when made into biscuits, so 
that even with an ample supply of rye it was thought that 
those who could take rice should be allowed to have it. 
The Federal Council then decided to inform the Department 
of Commerce and Agriculture that issues of rice should 
be made only to persons suffering from proved allergy to 
wheat and other cereals. 

The Council also resolved to write to the Federal Govern- 
ment pointing out that the necessity for the conservation 
of rice still existed and that the Federal Council deplored 
the fact that the Government was not making greater 
efforts to restrict the use of rice in Australia. 





CONDITIONS OF SERVICE OF FULL-TIME MEDICAL OFFICERS 
OF THE ARMED FORCEs. 


Further reference was made to the conditions of service 
of full-time medical officers of the armed forces, particularly 
those of the Royal Australian Navy and the Royal Aus- 
tralian Air Force. Some medical men who had joined these 
services and had agreed to serve until the end of the war 
had still been unable to secure their release. It was 
pointed out that requests to the Minister that something 
might be done for these officers had been without effect. 
The Federal Council therefore resolved that a legal opinion 
should be obtained in regard to the demobilization of medical 
officers in the Royal Australian. Navy and the Royal Aus- 
tralian Air Force and that further action should be left in 
the hands of the President. 


_ REPATRIATION COMMISSION. 


A communication was received from the Chairman of the 
Repatriation Commission advising that the scheme for the 
provision of medical benefits to widows, orphans and widowed 
mothers of the 1939-1945 war would operate in New South 
Wales and Queensland as from January 1, 1948. The 
General Secretary said that this was satisfactory because 
there had been some delay in the implementation of the 
agreement owing to the contention by the Department of 
Repatriation that the delay was due to failure of the 
British Medical Association to obtain and to submit lists of 
medical practitioners sufficiently comprehensive to provide 
the new service. The Federal Council, at its last meeting, 
held that this contention was incorrect and arranged that 
one of its members should interview the Commissioner for 
Repatriation. 

At previous meetings of the Federal Council consideration 
had been given to fees payable to local medical officers of 
the Repatriation Department for out-patient treatment. At 
its last meeting the Federal Council decided to write again 
to the Minister for Repatriation asking for an early decision 
on the Federal Council’s request for an increase in fees 
payable to local medical officers, so as to provide for a 
minimum rate of ten shillings and sixpence per visit or 
consultation. The General Secretary then read the Minister’s 
reply in which he stated that on consideration of the 
existing rates of pay (ten shillings for each of first two 
visits, seven shillings and sixpence for each of next three 
visits and five shillings subsequently) he had come to the 
conclusion that for a short series of visits the fees paid were 
practically those sought by the Council, but in respect of a 
prolonged series of visits the rate asked for was excessive 
and he would suggest that a lesser charge should be sought. 
In the course of discussion several suggestions were made, 
but it was finally resolved that the matter should be taken 
up with the Returned Sailors, Soldiers and Airmen's Imperial 
League of Australia and subsequently with the Minister 
for Repatriation. 

A report was received from Dr. F. L. Davies on negotia- 
tions carried out by him in regard to the fee payable for 
the completion of a form in connexion with the War Service 
Land Settlement Qualification Certificate. It was noted 
that the fee decided upon was one guinea. The report was 
received. 

A letter was received from the Victorian Branch asking 
that a report should be made to the Repatriation Com- 
mission that the fee for reports on ex-service personnel 
should be increased from ten shillings to one guinea. It 
was resolved that the request should be made to the 
department. 

The Federal Council discussed the terms and conditions 
of visiting specialists to repatriation hospitals. The Queens- 
land Branch had written asking that the Repatriation Com- 
mission should be asked to review the terms and conditions 
of service. The General Secretary reported that he had 
referred the matter to the Branches. From the replies it 
was clear that the rates paid in the different States showed 
some variation and that in several instances they were 
thought to be inadequate. In some cases the salary was 
paid and in others payments were made on a _ sessional 
basis. Dr. Victor Hurley pointed out that payment on a 
salaried basis was suitable in relation to thoracic surgery, 
and Dr. N. M. Cuthbert thought that arrangements for 
the choice of methods should be lefi to the several Branches. 
It was eventually resolved that consideration should be 
deferred pending the receipt of further information from 
the Branches in regard to the rates of payment made to the 
visiting staffs of repatriation hospitals in their States. 

The Federal Council had before it a letter written by 
the Western Australian Branch to the Deputy Commissioner 
of the Department of Repatriation, Perth, on the radio- 
logical services at the Repatriation General Hospital, Holly- 
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wood, Western Australia. In this letter the Western 
Australian Branch put forward suggestions as to the 
arrangements which might be suitable in varying sets of 
circumstances and in regard to the methods by which 
payment might be made. The General Secretary had sent 
the correspondence to the Branches, and in his covering 
letter had expressed the opinion that any negotiations with 
a Commonwealth authority should be done through the 
Federal Council. He regretted that the Western Australian 
Branch had seen fit to discuss the terms and conditions 
without at least some prior consideration by the Council. 
Some discussion took place and Dr. F.. W. Carter moved 
that the correspondence should be received. This was 
seconded by Dr. N. M. Cuthbert. Dr. W. F. Simmons said 
that he resented the suggestion that the General Secretary 
had censured the Branch. He said that the Western Aus- 
tralian Branch had taken the wrong way, and there was no 
doubt that the Branch, in the first place, should have written 
to the General Secretary so that the matter would have 
gone through the Federal Council. The General Secretary 
was right. Dr. Carter’s motion was carried. 

A communication was received from the Western Aus- 
tralian Branch forwarding a copy of correspondence that 
had passed between the War Widows Craft Guild of 
Western Australia and the Branch on specialist services for 
war widows and dependants. The General Secretary 
explained that the War Widows Craft Guild had written 
to the Minister for Repatriation in order to bring to his 
notice some practical difficulties in regard to the reestablish- 
ment problems of war widows in Western Australia. They 
were concerned with specialist treatment for which they 
were often referred by local medical officers selected under 
the repatriation scheme. They asked that war widows 
should have access to the facilities at the Repatriation 
General Hospital, Hollywood, for any specialized treatment 
necessary and that they should have access to the repatria- 
tion panel of specialists who could give advice about admis- 
sion to Hollywood. Also the Guild drew attention to some 
of the practical difficulties associated with children who 
were in need of treatment. If a local medical officer sent 
a widow to a specialist who ordered special treatment and 
prescriptions, the cost of this treatment was usually beyond 
the widow’s means. The Guild had no suggestions to offer, 
but asked that the Repatriation Commission with its long 
experience of the treatment of ex-service men and women 
would assist the Guild to evolve a better method of treat- 
ment for children who were sick and in need of treatment. 
The War Widows Craft Guild wrote to the Minister for 
Repatriation again at a later date and stressed the urgency 
of their case and particularly in regard to X-ray treatment. 
On October 10, 1947, the Minister wrote to the President of 
the War Widows Craft Guild recalling the fact that he had 
expressed to members of the Guild the view that his depart- 
ment might be able to work out a plan to admit war widows 
to repatriation hospitals where beds were available for 
such purpose and were not needed for servicemen who had 
accepted war disabilities. The Minister then used the 
following words: 

My plan to develop some such scheme has received a very 
severe setback by the attitude of the British Medical Associa- 
tion in your State, who have expressed their opposition to the 
treatment of ex-servicemen who are suffering from non-war- 
caused disabilities in repatriation hospitals throughout Aus- 
tralia. In view of the unsympathetic attitude of the medical 
profession, it would appear difficult, if not impossible,’ at the 
present time to extend the benefits I had in mind to other 
categories, particularly war widows. 

The Minister went on to add that he did not accept the 
position as final, but he would have to work out a plan 
whereby the medical profession’s opposition could be over- 
come either in agreement with them or in some other way. 


The General Secretary read his reply to the Minister in 
which he stated that the Council took strong exception’ to 
the paragraph quoted above because of the unwarranted 
slur which, by its implication, it cast on the medical pro- 
fession. The Minister was well aware that no approach 
had been made to the British Medical Association either by 
himself or his predecessors in regard to the provision of 
specialist services to widows and dependants of deceased 
ex-servicemen. The Minister was also aware that the 
Association was only too willing to arrange for the pro- 
vision of a domiciliary service to the: dependants of ex- 
servicemen killed in the 1939-1945 war, as it had done for 
the dependants of those killed in the 1914-1918 war. The 
Council therefore considered that before attempting to cast 
the blame on the medical profession for failure on the part 
of his own department to make arrangements for the pro- 
vision of specialist services to war widows, the Minister 
should have first of all ascertained the views of the pro- 
fession in regard thereto. The Council asked the Minister 


‘Social Services. 





to inform the War Widows Craft Guild that the Association 
had never been asked for its views in regard to the provision 
of specialist services to dependants of deceased ex-service 
personnel and that no blame could be attributed to the 
profession for failure to provide such services. 
REHABILITATION OF Ex-SERVICE PERSONNEL WITH A ® 
DISABILITY Not ACCEPTED AS BEING RELATED TO WAR 


SERVICE. 


A letter was received from the Western Australian Branch 
in which attention was drawn to the position in Western 
Australia regarding medical treatment in hospitals of 
patients who were the responsibility of the Department of 
In private hospitals patients were treated 
as ordinary private patients, the department paying hospital 
fees and the practitioner’s fees. It was becoming increasingly 
difficult to obtain beds in private hospitals for these patients, 
In the repatriation hospitals the position was different. In 
the first place all treatment was carried out by the permanent 
and part-time repatriation staff. Secondly, no practitioner, 
unless he was a member of the visiting staff of the 
repatriation hospital, was permitted to treat a social service 
patient in the hospital. Thirdly, the payment of the visiting 
staff for their treatment of social service patients was to be 
at repatriation rates and paid by the Repatriation Depart- 
ment. The Branch was concerned more especially with 
the future, since it was the intention of the Department 
of Social Services to make greater use of the repatriation 
hospitals. The questions which arose were three. First was 
the abolition of the free choice of doctor by the social service 
patient. The second wss the fact that payment for the 
treatment of the social service patient was to be the same 
as that for the repatriation patient, such payment varying 
in different States. In the third place the effect of the 
extension of benefits by the Department of Social Services 
to the dependants of ex-servicemen was raised. The 
Western Australian Branch thought that the matter was 
one requiring Federal action. Dr. A. E. Lee pointed out 
that the repatriation hospitals provided the only reservoir 
of empty beds. The profession would have to decide what 
its attitude was to be. Two things had to be considered. 
The first was whether members of the profession were 
willing to treat social service patients, and Dr. Lee thought 
that at this stage it was impossible to refuse; the second 
was how the service was to be conducted, whether by 
fee for service or by salary, and if by the latter, what was 
an adequate salary. Dr. N. M. Cuthbert read a letter from 
the Department of Social Services in which a schedule of 
fees was included. Dr. A. C. Thomas said that these fees 
were private fees and that the patients should be allowed 
to choose their own doctors. Dr. H. W. Horn pointed out 
that there were, in Australia, 800,000 of these people. Dr. 
F. W. Carter agreed that the patients should be regarded 
as private patients and should be allowed to choose their 
own doctors. The General Secretary said that he had 
written to Dr. D. G. Galbraith, who was at the time 
coordinator of rehabilitation of the Ministry of Post- 
War Reconstruction. He had asked Dr. Galbraith three 
questions: (i) Is a social service patient, who is under the 
care of a private practitioner and who requires hospital 
treatment, free to choose his own doctor and to choose, in 
consultation with his doctor, the hospital at which he should 
be treated? (ii) Can a social service patient who is under 
the care of a private practitioner and who is admitted to a 
repatriation hospital be attended by that practitioner? (iii) 
Has any arrangement been made with the part-time visiting 
staff of repatriation hospitals in regard to payment for 
services rendered to social service patients in those hospitals? 

The General Secretary said that he had received a reply 
from Dr. Galbraith, who stated that the answer to the first 
question was “yes”. Great care had been taken to lay 
down a policy of fully preserving the doctor-patient relation- 
ship, and the deputy coordinators were emphatic that in 
actual practice there had been no deviation from this 
principle. Dr. Galbraith added that the second and third 
questions concerned the Repatriation Commission and had 
been referred to the Commission for comment. Dr. Galbraith 
remarked that he had, in view of the complaints from the 
Branches, recommended to the Director-General of the 
Department of Social Services that the practice should 
cease of referring ex-members of the forces with non-war 
disablement for admission to repatriation hospitals. He 
had made this recommendation with a good deal of regret 
because of the hardship to certain ex-members of the 
forces. The Director-General of the department had con- 
curred in Dr. Galbraith’s recommendation and had given 
instructions to the directors of all States that they would 
refrain from referring to the Repatriation Commission 
patients who were the responsibility of the Department of 
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Social Services. If there was no doubt as to whether the 
disability was related to war service, the patients would, 
of course, be ‘referred to the Repatriation Commission in 
the normal way. 

The Federal Council resolved that ex-service personnel 
entitled to social service benefits should, in the opinion of 
the Federal Council, be treated under all circumstances as 
private patients with the right to choose their own doctor. 


PRINCIPLES OF MepicaL ETHIcs. 


Reference was again made to the principles of medical 
ethics which had been considered by the Federal Council 
at several previous meetings. At the meeting in March, 1947, 
the General Secretary presented a report from a committee 
appointed by the Council in November, 1946. It was resolved 
then that the report should be referred to the Branch 
Councils for consideration and that it should be subsequently 
brought before the Federal Council when it should become 
the common code of ethics for the profession throughout 
Australia. The General Secretary put before the Federal 
Council the replies received from the Branches and the 
report of the 1946 committee, as amended, was approved. 


MEDICAL EDUCATION AND THE RECRUITMENT OF NURSES. 


A letter was received from the Editor of THE MEDICAL 
JOURNAL OF AUSTRALIA forwarding a copy of a leading article 
published in the issue of January 10, 1948, dealing with 
medical education and the recruitment of nurses. The 
General Secretary explained that the article had been sent 
to the Branches and that most of them had agreed that 
the Federal Council should consider the two subjects. One 
member of the Council asked what would happen to any 
report which.was made on medical education, and Dr. A. E. 
Lee said that it would probably be sent to the Faculties of 
Medicine in Australian universities. Dr. W. F. Simmons 
thought that State committees might be appointed by the 
Branches and that these should make reports to the several 
Branch Councils. The idea was opposed by Dr. H. C. 
Colville, who said that the proposal was too vague. The 
General Secretary mentioned the fact that the Parent Body 
was preparing a comprehensive report on medical education 
which would shortly be published. The Federal Council 
resolved to defer further consideration until the report of 
the Parent Body had been received. Consideration of action 
on the recruitment of nurses was deferred. 


PRACTICE IN AUSTRALIA. 


A recommendation was received from the Victorian Branch 
suggesting that the Federal Council should recommend to 
the Parent Association the establishment of a “clearing 
house” for the supply of information to medical prac- 
titioners who inquired about practice in Australia. The 
General Secretary said that he had also received inquiries 
from the office of the Parent Body seeking information in 
regard to conditions of practice in the Commonwealth. He 
explained that information had been made available to the 
Parent Body and that any member in England seeking 
information on Australian conditions could obtain it from 
the British Medical Association headquarters. 


MepIcAL EXAMINATION FoR Prnot’s LICENCES FOR 
AIRCRAFT. 


A communication was received from the Tasmanian 
Branch asking that an adjustment should be made in the 
fees payable for the medical examination of candidates for 
a pilot’s licence for aircraft. The Tasmanian Branch had 
made certain definite recommendations and these had been 
transmitted to the Branches. In accordance with the replies 
of the Branches the Federal Council resolved that in its 
opinion the fees for medical examination for a_ pilot’s 
licence for aircraft should be as follows: for examination 
under civil aviation form 34, two guineas; for examination 
under civil aviation form 34A, one guinea; for examination 
under civil aviation form 17, two guineas for that part 
of the examination carried out by the medical officer, and 
one guinea for that part carried out by the eye specialist. 
The Federal Council also resolved that legal advice should 
be obtained on the question of the legality of the position 
under which the Civil Aviation Department determined the 
fee to be paid for medical examination by candidates for 
Pilot’s licences, but did not itself pay the fee. 


THE Gotp MEDAL or THE BritisH MepicaL ASSOCIATION 
In AUSTRALIA. 


The General Secretary explained that during the war 
fold medals of the Association had been presented to Dr. 





C. H. Mollison and Dr. A. Graham Butler. Owing to the 
scarcity of gold the medals had been made of baser metal 
and it was now possible to replace these by medals of gold. 
The Federal Council resolved that this should be done. 


SALARIES OF STATE GOVERNMENT OFFICERS. 


A letter was received from the Western Australian Branch 
regarding the standardization and increase of the salaries 
of State government medical officers and suggesting that 
the Federal Council should consider the matter with a view 
to assisting the officers in each State to present their cases 
so that adequate and comparable salaries might be procured 
throughout the Commonwealth. In the discussion it was 
clear that the Federal Council was agreed that many of the 
salaries needed revision, but that the conditions existing in 
the several States made it difficult to achieve results. The 
General Secretary expressed the opinion that any results 
effected would depend on action by the Branch Councils in 
each State. The Federal Council resolved that the Branches 
should be asked to assist the public medical officers in their 
State in their appeals to the State Public Service Boards 
for increases in salaries and that the information supplied 
‘by the Western Australian Branch should be sent to the 


Branches. 
FEES FOR BLooD TRANSFUSION. 


A communication was received from the Australian Red 
Cross Society in regard to the fees charged for blood 
transfusion. Variation in fees charged caused a loss of 
donors and the society thought that one common fee should 
be laid down. Examples of the varying charges for giving 
a transfusion, taking the blood and typing the blood were 
quoted, and the Federal Council decided to inform the 
Australian Red Cross Society that it was of the opinion 
that the standard fee for blood transfusion, when the blood 
was supplied free by the society, should be five guineas and 
that the fee for typing the blood should be one guinea. 


VOTES OF THANKS. 

It was resolved that a vote of thanks should be accorded 
to the President for presiding at the meeting. 

The Federal Council also passed votes of thanks to the 
Victorian Branch for its hospitality and for the use of its 
offices and to Dr. Victor Hurley and Dr. H. C. Colville and 
Dr. C. Byrne for their hospitality. 


DATE AND PLACE OF THE NEXT MEETING. 
It was noted that the date and place of the next meeting 
had already been fixed as Thursday, August 12, 1948, at 
Perth. 





SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held on November 20, 1947, at 
Broughton Hall Psychiatric Clinic, Leichhardt. In the 
absence of Dr. S. Evan Jones the meeting was arranged by 
Dr. Broughton Barry and the medical staff of the hospital. 


Anxiety State with Hysteroid Features. 


The first patient shown was a coal miner, aged thirty- 
four years, whose father was an epileptic and an inmate of 
a mental hospital. The father had also been a coal miner. 
The patient was born in Lithgow and attended school until 
he reached the age of fourteen years. He did various jobs 
for many years, eventually becoming a miner. He had 
always been healthy until then; but since becoming a miner 
he had had frequent colds. He had undergone a tonsillectomy 
in 1942 and an operation_for hernia in 1945. He had had 
thirteen accidents during the previous four or fjve years 
since he became a miner; in the last accident he was half- 
buried under a fall of coal and feared that he would be 
completely buried. Since then he had been miserable and 
depressed and had suffered from headache and from pains 
in the back. He had lost confidence in himself and interest 
in things and had difficulty in sleeping; he was afraid to go 
down the mine again and was receiving compensation. 

On his admission to hospital he was anxious and uncertain 
of himself and complained of various ailments for which 
there was no organic basis; he was depressed, introspective 
and uncertain about his future. He said that it had taken 
him eight months to make up his mind to enter Broughton 
Hall, because he was afraid, as his father was in a mental 
hospital. -He stated that he was suffering from an anxiety 
state which prevented him from working. He was given a 
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course of electro-convulsive therapy and showed considerable 
improvement; but this improvement was patchy, and at 
times he displayed emotional outbursts with feelings of 
anxiety and uncertainty. Narcosis therapy was instituted, 
but he became agitated and continually repeated: “I know 
what’s wrong, I have to pull myself together and go down 
the mine again, it is the only thing.” Narcosis therapy was 
stopped. 

It was thought probable that some at any rate of his 
accidents were the expression of his hatred for his work, 
and it was considered obvious that some other occupation 
should be found for him. Of late his wife had not cooperated 
with intercourse because of her fear of pregnancy. The 
final diagnosis was anxiety state with hysteroid features, 
and post-traumatic neurosis on a basis of inherited 
inadequacy. 


Hysteria. 


The second patient shown was a male, aged nineteen years; 
he was unmarried. The patient was the eldest of four children 
and was at school until the age of fifteen years, when he 
became an apprentice fitter and turner. About two years 
prior to the meeting he had begun to have blackouts, and 
complained of “terrific’? headaches, for which he was given 
morphine and phenobarbital. One morning about six months 
before the meeting he was going to work at Callan Park, 
where his employer had a contract, when he had a blackout; 
he found himself three hours later at Circular Quay without 
his money (3s.). The patient had a girl friend, and this had 
led to considerable family dissension;. his mother did not 
approve of the girl, and the outward expression of this was 
the occurrence of arguments between the two fathers. 
Recently he had stayed away from home one night, remaining 
at the girl friend’s home, and was reproved by his father, who 
invited him to leave home and live at the girl’s home; the 
girl’s father was his employer. He had another blackout and 
found himself at the Roseville baths. He left home and went 
to live at the girl’s home, but disappeared from there. He 
was found again and brought home; he was “raving and 
bashing himself about” and gave a’name that was not his 
own. His brother-in-law “bowled him over’, and his mental 
state temporarily improved. A few nights later he left his 
bed and went to the girl’s home in pyjamas, complaining of 
“terrific” pains in his head and stomach; he hinted that he 
had taken iodine, but this was apparently untrue. When 
“taking turns” at the girl’s home he would say: “Let me” 
go home.” 

It was pointed out that this boy had a mother fixation, and 
consequently a conflict over his mother and his girl friend. 
He was excited sexually by the girl, but had never had 
intercourse. He was rather dull, his intelligence quotient 
being probably about 90. His behaviour was a primitive 
mechanism to try to reconcile his opposing interests; the 
change of name was important. 


Anxiety Hysteria with Mental Deficiency. 


The next patient was an unmarried male, aged forty-five 
years, a power station attendant. The parents were divorced 
when the patient was aged two years, and his home life 
was very irregular. His father had the custody of him, and 
he lived for a while with his father’s second family. Then he 
lived» with an aunt for some years. At the age of fourteen 
years he wus in the navy for ten months, being discharged 
on the grounds that his services were no longer required. 
At the age of fifteen years he was brought before the 
Children’s Court, declared an uncontrollable child and sent to 
the Gosford Home for two years. Since leaving the home 
he had fended for himself and had always earned a living; 
at the time of the meeting he was earning £8 10s. per week. 
Eighteen years previously, whilst working as a newsboy, at 
about 5 o’clock one night he was shouting out “paper”, had 
a sudden fit of coughing and found that his voice had 
completely disappeared. His voice never returned completely 
and he was left with considerable dysphonia. When he 
was nervous his voice practically disappeared and when he 
was excited it improved. He had also found that after he 
had taken alcohol his voice improved, and on one occasion 
he was fined £5 for being.drunk and shouting indecent 
language. On his admission to Broughton Hall he was 
obviously mentally deficient, his intelligence quotient being 
about 80. His dysphonia was of varying patterns, his voice 
ranging from comparatively normal to a high-pitched squeak. 
He complained of being shaky, of headaches and of being 
unable to sleep. Electro-convulsive therapy was given and 
his anxiety symptoms were alleviated. At the time of the 
meeting he was attending a course in voice production. 
The diagnosis was anxiety hysteria on a basis of mental 
deficiency. 





Schizophrenia. 


The fourth patient was a male, aged eighteen years, the 
eldest of a family of three. He had been a big -boy at.the 
age of fourteen, and was always shy and reserved, never 
asking boys home. He was an excellent athlete and had a 
good scholastic career. Since the age of fourteen years he 
had been excessively shy about micturition; he would not 
pass urine at ‘school, but waited till he returned home. 
During this period he was junior and later senior athletic 
champion of the school and won swimming prizes. He had 
passed the intermediate certificate examination a year before 
the meeting. About ten months prior to the meeting he had 
become anxious and tense and developed religious scruples; 
this condition improved after he had consulted a priest. He 
apparently recovered and won the school athletic champion- 
ship. After a few weeks the tension returned and increased; 
he became restless and confused, and was able to pen only 
incoherent phrases and began to speak incoherently. He 
tried to go to the monastery after hearing a priest give a 
lecture on the evils of masturbation in which those present 
were exhorted to guard the “precious fluid’. He then wrote 
the following letter: 

Dear Brother, 

You know what was-happening to me. They said let 
them go. In my mind there was something wrong and 
you know. The fools, Brother B. said the... 

I say after they had given me this black stuff that 
I was going around with the precious fluid in my 
heart believing a blind belief I was pleasing to God. The 
balance which is attained by the liquid must necessarily 
upset memembers of class. 


On his admission to hospital the patient was blocked, 
incoherent, bizarre, confused, irrelevant in his_ replies, 
emotionally blunted, disorientated, introverted and restless 
at times. He had no contact with his environment and was 
living in a world of phantasy. The diagnosis was schizo- 
phrenia (hebephrenia). 

Another male patient, aged eighteen years, a labourer, 
was suffering from schizophrenia. His father had lost his 
speech for a period after the 1914-1918 war. A paternal 
aunt had been a patient at Broughton Hall. The mother was 
neurotic. The patient had always been a quiet boy and had 
had no girl friends. Three years previously while at school 
he was apparently studying hard for the intermediate 
certificate examination. His parents then found that he 
had not attended school for three months. After this he 
ran away from home and was missing for three months, 
when he was discovered and brought home. He was articled 
as an engineering apprentice, but could not stay at this. He 
left home again and took a job in a glass factory. His 
father died, and the patient had returned home to live six 
months prior to the meeting. Since then he had been doing 
peculiar things; he had tried to have his mother’s motor-car 
registered in his own name quite foolishly and openly; he 
began talking about gipsies and said that he had been in a 
trance for the last few years and that the gipsies were 
making him do things that he did not want to do. This 
was obviously a rationalization for his depersonalization. 
On his admission to hospital he was hallucinated; he could 
hear insulting words spoken about himself and his family, 
and he had a feeling that his mate’s mother was applying 
“hoodooism” to him. He thought that the gipsies had formed 
a clique against him. He was mildly depressed but 
emotionally blunted, solitary, withdrawn and introverted. 
Electro-convulsive therapy was given. At the time of the 
meeting he denied or brushed aside mention of his ideas, but 
he obviously still retained them. 

The sixth patient was a male, aged twenty-four years. 
His father, an engine driver, had died when the boy was 
aged seven years. The patient attended school till the age 
of sixteen years, and was then an apprentice fitter and 
turner and served his time. He had been in constant employ- 
ment until the year prior to his admission to hospital. He 
was a normal boy who used to play sport and go out 
frequently. His mother was over-protective; she had taken 
a job herself for which she lived away from home in order 
to give the boy money. About a year prior to the meeting 
he had become engaged; the engagement lasted for two 
months and was then broken off. He seemed to “go to 
pieces” straight away; he gave up work, saying that he 
would start to go to work and find himself returning home 
again; he said that he was too tired to talk, and used 
to shut himself in his room and say that the world was 
against him; he became aggressive and threw things at 
his mother; he grew a beard because he was “too lazy to 
shave”. (The preceding history was obtained mostly from 
the mother, who blamed.the broken engagement for every- 
thing.) 
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On his admission to hospital he had several months’ growth 
of beard and was vague, inhibited, introverted and dis- 
interested in his environment; he was slow and retarded 
and could give no satisfactory account of himself. Further 
information was obtained from his medical attendants. It 
was learnt that shortly after the breaking of his engage- 
ment he had undergone an operation for phimosis; local 
pain had rendered it impossible for him to achieve proper 
sexual relationships. This reinforced a long history of 
inferiority, and he followed it with several schizophrenic 
episodes. Once he said that he was so sick of doing nothing 
that he would walk till he dropped, which in fact was what 
he did. He developed ideas of reference about his work- 
mates. Electro-convulsive therapy was given and he 
improved rapidly; but when treatment was relaxed he 
developed ideas of reference again. With further treatment 
he improved, but he still had episodes when he became 
irritable and troublesome for a short space of time, after- 
wards becoming quiet and well behaved again. He expressed 
surprise when these episodes were mentioned and main- 
tained that he remembered nothing of them. 


Congenital Mental Deficiency and Congenital 
Paraplegia. 

The next patient shown was a male invalid pensioner, 
aged twenty-nine years, who had been born with a weakness 
on the left side; the doctor had told the mother that the 
condition was due to a birth injury (“stroke”). The patient 
was at school until the age of fifteen years and passed the 
qualifying certificate examination; the mother stated that 
he had been bright at school. He had lived all his life on 
his father’s farm. He had had emotional attacks periodically 
for some years; he became depressed and emotional and 
wept about everything; he was cranky and had slapped his 
sister’s face on occasions and then wept bitterly about 
it; he was noisy at times and shouted if anything worried 
him. He had threatened suicide, and finally jumped into a 
ten-foot well; the well had four feet of water in’ the bottom 
and he was unharmed. 

On his admission to hospital he was restless, agitated, 
emotional and anxious; he said that he could not stop 
worrying about “stupid things’, such as other people’s 
affairs, his inability to work et cetera. He became noisy and 
lachrymose when discussing his symptoms, but was labile, 
and his tears could easily be converted to laughter. His 
facial asymmetry made it appear that he was much more 
mentally deficient than was actually the case. His physical 
features were asymmetrical, the musculature on the left 
side being weaker than that on the right; the muscles of 
the lower extremities were hypotonic and his movements 
were clumsy. The knee jerks were exaggerated, especially 
on the left side, and when the plantar reflexes were tested 
fanning of the toes occurred. Rossolimo’s reflex was 
obtained on both sides. Adiadochokinesis was present on 
both sides, more on the left than on the right. The final 
diagnosis was congenital mental deficiency, congenital (sub- 
clinical) paraplegia and recurrent emotional over-activity 
and lability. 

(To be continued.) 





NOTICE. 


THE General Secretary of the Federal Council of the 
British Medical Association in Australia has announced 
that the following medical practitioner has been released 
from full-time duty with His Majesty’s Forces and has 
resumed civil practice as from the date mentioned: 


Dr. Lance Townsend, Chelmar, 417, St. Kilda Road, 
Melbourne (April 1, 1948). . 





CORRIGENDUM. 


AN error was made in our reporting of the proceedings 
of the annual meeting of the New South Wales Branch of 
the British Medical Association which was held on March 24, 
1948. On page 515 of the issue of April 17, 1948, it is stated 
that certain members. were elected by the general body of 
members, by women members, by the public (government) 
medical service, by the country local associations and by 
Metropolitan local associations. This should have read: 
ected as representing the general body of members” et 
cetera, 





Wedical Societies. 


THE MEDICAL DEFENCE SOCIETY OF 
QUEENSLAND. ; 


Annual Meeting. 


THE annual meeting of the Medical Defence Society of 
Queensland was held at British Medical Association House, 
225, Wickham Terrace, Brisbane, on Monday, March 1, 
1948, at 4.30 p.m., Dr. Neville G. Sutton, the President, in 
the chair. 


Annual Report. 
The annual report (see below) was presented and adopted. 


Election of Councillors. 

The retiring councillors, Dr. G. W. Macartney and Dr. 
Gavin H. Cameron, were reelected. Dr. E. R. Row, who also 
retired in accordanca with the Articles of Association, 
intimated that he did not desire reelection. As there still 
remained three vacancies on the Council, in accordance 
with Article 50 (b) the following were elected by the meeting: 
Dr. J. G. Wagner, Dr. H. W. Horn, Dr. F. W. R. Lukin. 


Subscription and Membership. 


On the motion of Dr. A. G. Anderson, seconded by Dr. 
L. P. Winterbotham, the following resolution was carried: 


That it be a recommendation to the Council that 
steps be taken to alter the Articles of Association to 
increase the annual subscription, if it is thought fit. 
Also that consideration be given to the proposal that 
all members of the Medical Defence Society of 
Queensland become members of the Medical Pro- 
tection Society, Limited. 


Election of Office Bearers. 

At a subsequent meeting of the Council the following 
office bearers were appointed for the ensuing year: President, 
Dr. Neville G. Sutton; Vice-President, Dr. G. W. Macartney; 
Honorary Treasurer, Dr. T. V. Stubbs Brown; Honorary 
Secretary, Dr. R. G. Quinn. 


Forty-Sixth Annual Report. 
The Council has pleasure in presenting the annual report 
of the Medical Defence Society of Queensland for the year 
ending December 31, 1947. 


Membership. 

The Society has now a membership of 526 as against 511 
last year. Of this number ten have defaulted in payment 
of subscription for 1947 and their membership has been 
suspended. 

During the year 65 new members were elected and five 
were reinstated. Our losses were as follows: twenty-seven 
members left the State et cetera, three resigned owing to 
retirement from practice, fifteen were struck off the member- 
ship list for non-payment of their subscription, and ten 
became deceased. 

Obituary. 

The Society has suffered a very great loss owing to the 
deaths of its President, Dr.:G. P. Dixon, and Vice-President, 
Dr. S. F. McDonald, and the Council wishes to place on 
record its deep appreciation of the valuable services rendered 
by both members. 

It is with deep regret that we also record the deaths 
of the following members: Dr. C. Dinwoodie, Dr. W. R. 
Dive, Dr. W. J. F. Douglas, Dr. L. H. Foote, Dr. S. V. 
O’Regan, Dr. E. Sirois, Dr. J. Mowbray Thomson and Dr. 
D. B. Walker. 


Office Bearers. 

The following office bearers were elected for 1947: Presi- 
dent, Dr. G. P. Dixon; Vice-President, Dr. S. F. McDonald; 
Honorary Treasurer, Dr. L. P. Winterbotham; Honorary 
Secretary, Dr. Neville G. Sutton. 


On account of the deaths of our President, Dr. G. P. 
Dixon, and Vice-President, Dr. S. F. McDonald, it was 
necessary to fill the vacancies, and the following were 
elected on August 28, 1947: President, Dr. Neville G. Sutton; 
Vice-President, Dr. G. W. Macartney; Honorary Secretary, 
Dr. R. G. Quinn. Vacancies on the Council were left in 
abeyance. 
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Medico-Legal. 

During the year three new cases were submitted to the 
Council and legal advice and assistance obtained on behalf 
of the members concerned. 

In one case, held over from last year, the jury awarded 
damages to the extent of £3076 1s., but the case was 
ultimately settled out of court for £800 plus costs. One of 
the terms of settlement was that a public announcement 
should be made in the Press by both parties concerned 
giving the terms on which the case was settled, and this 
appeared on August 27, 1947. The member concerned was 
covered by indemnity insurance. 

Three cases are still pending. 


Indemnity Insurance: Medical Protection Society, Limited 
(Formerly London and Counties Medical Protection). 
Of the 526 members of the Medical Defence Society, 299 
have taken advantage of the voluntary indemnity provided 
by arrangement with the Medical Protection Society, Limited, 

as against 227 in 1946. 

The Council is pleased to report that subscriptions to the 
Medical Protection Society, Limited, do not attract stamp 
duty. 

Finance. 

The total assets of the Society amount to £7923 19s. 11d., 
which include the sum of £222 19s. 2d., representing 
indemnity insurance subscriptions to be remitted to London. 
Of this amount £6563 18s. is invested in Commonwealth 
Government bonds and stock. On the year’s operations 
there was a deficit of £5 1s. 1ld. General expenses amounted 
to £83 1s. 9d. and the sum of £524 14s. 3d. was paid in legal 
expenses. 

NEVILLE G. SUTTON, 
President. 


Special Correspondence, 
PARIS LETTER. 
From Our SPECIAL CORRESPONDENT. 


For the last seven years and even at its recent weekly 
meetings, the French Académie de médecine has been making 
shrill protests against the food supply in our country, 
especially concerning fat and butter, and has invited the 
successive governments in power, as was their duty, to 
increase the food supnvly and above all to secure better 
distribution. s 

You, living far from this country, if you have had any 
opportunity to consider these reports and suppose for a 
minute that the forecast which naturally may be implied 
from their reading is all the.truth, will be at once wondering 
how the French people, and particularly those of the 
working class who receive every week but a few thousand 
francs to ensure their living and the living of their families, 
still present a decreasing death rate. How many dreadful 
maladies should sweep down upon them! And still nothing 
like that occurs. Of course, some cases of deficiency cedema 
and diseases due to lack of vitamins and amino acids have 
been reported in the large city hospitals. But really the 
people have not starved. 

Why then? What reasons are to be given to furnish 
evidence of such health conditions? . Answers come 
immediately to mind; the reasons are numerous and different. 

First of all, in June, 1940, as the Germans were spreading 
all over France, leaving unoccupied barely the southern 
two-fifths of our territory, many French families found 
places of refuge either in the unoccupied zone or in the 
occupied territory, sticking to the land, fearing to go back 
to large towns. Some of them stayed there up till two 
years or even one year ago. There is no need to tell you 
that in the country they could get plenty of food at “local” 
prices. Others returned earlier to Paris, but left behind 
“steady” friends who sent at regular intervals food parcels. 
(We have to admit that the sending of these colis familiaur 
was always permitted during the German occupation, except 
for a very short time.) For the others, “black market”. 
This horrid plague of German importation could supply 
everybody with everything, the only condition being money, 
much money. Moreover, some exotic or colonial products 
(coffee, cocoa, citrus fruits et cetera), wholly reserved for 
the German troops, could be easily obtained on the black 
market, the enemy securing a “black market distribution” 








at high prices. But where to get the money? Over here 
the very low amount of the average rent and the depletion 
of some supplies (clothes, for instance) allowed the ordinary 
worker to assign 90% of his salary to buy food at ‘high 
prices, especially butter, eggs, meat, milk, and colonial 
products for the children. Later, -in 1942, special ration 
books were issued to some classes of workers, such as 
miners, casters et cetera. These special ration books still 
exist, and allow extra food to those doing arduous work. 

Then came the big offensive of June, 1944, and four 
months afterwards the liberation of nearly the whole country. 
We all thought that this period was going to be hard—no 
trains, no petrol left. But the allied forces were wonderfully 
equipped. As they moved forward our lorries travelled 
along the roads with the tanks full of American “gasoline’’. 
British and American soldiers shared our provisions and 
cigarettes. The day was ours! 

For the last two years the general nutrition of the 
French people has been improving each day. Peevish 
tempered persons declare that at the present time the food 
supply is worse than it used to be during the occupation, 
because for the last six months the bread ration has been 
brought down to 200 grammes daily instead of 350 grammes; 
but the quality is improving every day, and we hope in 
the near future to get 350 grammes as before. The trouble 
is unquestionably the higher prices, the average salary 
always lagging behind. On the other hand, meat, eggs, 
vegetables, potatoes, home and colonial fruits and preserved 
goods are sold without coupons. Bread, sugar (one pound 
and a half English for grown-ups and nearly four pounds 
for infants and children) and butter are still rationed. 

This winter health conditions were very good all over 
the country; there was practically no epidemic disease 
Some members of the medical profession have said that 
conditions were becoming dreadful for us. The answer is, no. 
We have lots to do in preventive and social medicine, in 
medical research et cetera. That is the new way for the 
medical men of the world. 


March, 1948. 


in, 
—_ 





Post-Graduate Tork, 


POST-GRADUATE COMMITTEE IN MEDICINE OF 
THE UNIVERSITY OF ADELAIDE. 


Annual Ticket for Post-Graduate Lectures. 


THE Post-Graduate Committee in Medicine of the 
University of Adelaide has decided to issue an annual ticket 


| to graduates to attend all lectures organized by the com- 


mittee during the year, apart from the lectures that are 
part of a course for a higher degree, a refresher week or 
a week-end course. The fee for this ticket will be £2 2s. 
for graduates of more than three years’ standing and £1 Is. 
for graduates of less than three years’ standing. The 
Income Tax Department has stated that these fees are an 
allowable deduction when paid by a person who is engaged 
in carrying on business as a general practitioner. There 
will be at least five such lectures each year. 

In the event of anyone not wishing to buy an annual 
ticket, admission to an individual lecture may be obtained 
by paying 10s. at the door. Graduates of less than three 
years’ standing will be charged 5s. ‘Ticket holders are 
asked to produce their annual tickets for admission. 

Post-graduate training in this State is not subsidized by 
the Government and must therefore be self-supporting. It 
is not anticipated that any profit will be made in the sale 
of tickets at this price, but if there is any it will be used 
to subsidize other post-graduate work. Members of the 
medical profession who are likely to be attending more than 
one or two lectures are asked to buy an annual ticket in 
order to simplify financial arrangements for this committee. 


Programme of Lectures for 1948. 

For 1948 the tentative programme is as follows: 

Tuesday, May 25.—“The Significance of Modern Embry- 
ology in Pathology”, Dr. Edgar King, Melbourne 
(Edward Stirling lecturer). 

Thursday, May 27.—‘Fundamentals in Inflammation”, Dr. 
Edgar King. 

Wednesday, August 4.—“Tuberculosis in Childhood”, Dr. 
J. C. Spence, Durham (post-graduate overseas 
lecturer). 
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Friday, August 6.—‘‘Nephritis in Children”, Dr. J. C. 
Spence. 7 
Saturday, August 7.—‘‘The British Experience of Pink 

Disease”, Dr. J. C. Spence. 


Refresher Week. 


The annual refresher week course will be held from May 
24 to 28 at the Institute of Medical and Veterinary Science. 
The syllabus will be as follows: 


Monday, May 24.—9.30 a.m.: “Recent Advances in Thera- 
peutics Applicable to General Practice’, Dr. E. F. 
Gartrell. 11 a.m.: “Recent Advances in Therapeutics 
Appligable to General Practice’, Dr. J. M. Bonnin. 
2 pm.: “Indications for Radiotherapy in General 
Practice”, Dr. John Mayo. 3.30 p.m.: Clinical demon- 
stration, Dr. John Mayo. 

Tuesday, May 25.—9.30 a.m.: “Indications for Sympathetic 
Surgery”, Mr. L. C. Lindon. 11 a.m.: “Management 
of and Indications for Surgery in Jaundice”, Mr. A. F. 
Hobbs. 2 p.m.: Surgical demonstration, Mr. A. Britten 
Jones. 3.30 p.m. to 4.30 p.m.: Surgical demonstration, 
Mr. I. B. Jose. 8.30 p.m.: Edward Stirling Lecture, 
Dr. Edgar King. “ 

Wednesday, May 26.—9.30 a.m.: Clinical demonstration 
at Queen Victoria Maternity Hospital, Dr. W. F. Joynt. 
2 p.m.: Medical demonstration at the Adelaide 
Children’s Hospital. 3.30 p.m.: Surgical demonstration 
at the Adelaide Children’s Hospital. 

Thursday, May 27.—9.30 a.m.: Surgical demonstration at 
the Adelaide Children’s Hospital. 11 a.m.: Medical 
demonstration at the Adelaide Children’s Hospital. 
3 p.m.: Demonstration of dermatology, Dr. L. W. Linn. 
8.30 p.m.: Edward Stirling Lecture, Dr. Edgar King. 

Friday, May 28.—9.30 am.: “Management of the Dis- 
charging Ear’, Dr. R. M. Glynn. 11 am.: “Acute 
Ocular Emergencies”, Dr. A. L. Tostevin. 2 p.m. to 
3 p.m.: Medical demonstration, Dr. Guy Lendon. 
3.30 p.m. to 4.30 p.m.: Medical demonstration, Dr. 
F. R. Hone. 


Enrolment. 


The fee for this course is £3 3s. for graduates of three 
years’ standing and £2 2s. for graduates of less than three 
years’ standing. Applications, accompanied by cheques 
payable to the order of the University of Adelaide, should 
reach the Medical Secretary by May 17, 1948. 


Week-End Course in Gynzcology and Obstetrics. 


A week-end course in gynecology and obstetrics will 
follow the refresher week course and the programme will 
be as follows: 

Saturday, May 29.—2 p.m. to 3 p.m.: “Uterine Inertia and 
the Non-Dilating Cervix”, Dr. H. M. Fisher. 3.30 p.m. 
to 4.30 p.m.: “Management of Mild Cephalo-Pelvic 
Disproporiion and Malpresentation of the Baby”, Dr. 
R. F. Matters.. 8 p.m. to 9 p.m.: “The Forceps Opera- 
tion and Episiotomy”, Dr. W. F. Joynt. 9.15 p.m. to 
10.15 p.m.: “Birth Trauma and its Treatment in the 
Baby”, Dr. M. T. Cockburn. 

Sunday, May 30.—10 am.: “Cervical Erosion: Stress 
Incontinence, Perineorrhaphy”, Dr. B. H. Swift (at the 
Royal Adelaide Hospital). 


Enrolment. 


The fee for this course is £3 8s. for graduates of three 
years’ standing and £2 2s. for graduates of less than three 
years’ standing. Applications, accompanied by cheques 
Payable to the order of the University of Adelaide, should 
reach the Medical Secretary by May 17, 1948. 


Edward Stirling Lectures, 1948. 


The Edward Stirling Lectures will be given by Dr. Edgar 
King, of Melbourne. Dr. King, whose degrees and diplomas 
are D.Se., M.D., M.S., F.R.C.S., F.R.A.C.S., has three times 
won the Jacksonian Prize of the Royal College of Surgeons 
of England. He has also won the Syme Prize of the 
University of Melbourne and the Alvarenga Prize of the 
College of Physicians of Philadelphia. Since 1931 he has 
been honorary surgeon to out-patients and clinical tutor in 
Surgery at the Royal Melbourne Hospital. 

Dr. King’s lectures will be delivered in, the Verco Lecture 
Theatre at 8.30 p.m. on Tuesday and Thursday, May 25 and 
27. Supper will be served in the pathology classroom after 

r. King’s second lecture. The fee for these lectures is 
10s. each, payable at the door, for members of the pro- 
fession who do not hold annual tickets. 





Congress Motes. 


AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION). 


THE Executive Committee of the Sixth Session of the 
Australasian Medical Congress (British Medical Association) 
to be held at Perth on August 15 to 21, 1948, has forwarded 
the following information. 


Provisianal Programmes for Sections. 

A provisional programme for the meeting of sections has 
been drawn up; the titles of papers to be read are as follows: 

Section of Obstetrics and Gynecology.—‘Childbirth: Design 
for the Future”’—Presidential Address (discussion to centre 
around eclampsia), ‘“Myomectomy”, “Delayed Labour”, 
“Total versus Subtotal Hysterectomy”, “Hzmorrhages: Ante 
and Post”, “Vaginal Hysterectomy”, “Endometrioma”, 
“Anesthesia in Obstetrics’—combined with Section of 
Anesthesia. 

Section of Pediatrics——‘‘Medical Problems of Treatment 
Presented to the G.P. by a Baby during the First Twelve 
Months of Life’—Presidential Address, “Surgery of Con- 
genital Heart Disease”, “Osteomyelitis in Children”, “A 
Discussion on Statistical Survey of Infant Feeding”, “A 
Substitute for Butter Milk and its Use in Infant Feeding”, 
“Congenital Steatorrhea due to Defect of the Pancreas”, 
“Nutritional Factors in Relation to Anemia and Immunity”, 
“Management of Hyperkinesia in Infancy”, “Pink Disease”, 
“Urogenital Tract Disease in Children’, ‘Appendicitis in 
Children”, “Surgical and Diagnostic Problems of Intestinal 
Obstruction in Infants’, “Sinusitis in Children”—combined 
with Section of Oto-Rhino-Laryngology. 

Section. of Radiology and Radiotherapy—*Progress in 
Radiology”—Presidential Address, ‘Radiological Assistance 
in Planning the Management of a Difficult Labour”, “Review 
of Radiation Therapy of Osteogenic Sarcoma”, “Therapy 
with Radioactive Isotopes”, “Pulmonary Tuberculosis in the 
Young”—combined with Public Health, “Pulmonary 
Tuberculosis in the Aged’—combined with Public Health, 
“Standardization of Diagnostic Equipment”’—combined with 
Public Health, “Radiation Therapy of Osteoarthritis’—com- 
bined with Orthopedics. 

Section of Medicine—‘‘The Problem of Coronary Disease”’— 
Presidential Address, Symposium on “Rheumatic Diseases”, 
“Diabetic Coma”, “Water Balance”, “Liver Disease’”—com- 
bined with Pathology, “Ulcerative Colitis’—combined with 
Surgery. 


Australian OWedical Board JOroceedings. 
QUEENSLAND. 


THE undermentioned have been registered, pursuant to 
the provisions of The Medical Acts, 1939 to 1946, of Queens- 
land, as duly qualified medical practitioners: 

Bertinshaw, Leonard Dolan, M.B., B.S., 1942 (Univ. 
Sydney), High Street, Toowong, Brisbane. 

Bryant, Lloyd Wallis, M.B., B.S., 1941 (Univ. Melbourne), 
Lady Mary Terrace, Gympie. 

Gluckman, Laurie Kalman, M.B., B.S., 1945 (Univ. New 
Zealand), c.o. the Union Bank of Australia, Brisbane. 


Dbituarp, 
CYRIL JOSEPH FALLON. 


WE regret to announce the death of Dr. Cyril Joseph 
Fallon, which occurred on April 20, 1948, at Darlinghurst, 
New South Wales. 


<i 
—- 


ominations and Elections, 





THp undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 

Aarons, Morris Vincent, provisional registration, 1947 
(Univ. Sydney), 71, Staples Street, Kingsgrove. 
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Adams, Corona Mary Monk, M.B., B.S., 1946 (Univ. 
Sydney), 8, Kuring-gai Avenue, Turramurra. 


The undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 
Association: 


Wallman, Ian Stuart, M.B., B.S., 1947 (Univ. Adelaide), 
Mareeba, Woodville, South Australia. 

Kirkman, David Norton, M.B., B.S., 1947 (Univ. Adelaide), 
Box 169, Maitland, South Australia. 


The undermentioned has been elected a member of the 
South Australian Branch of the British Medical Association: 


Seppelt, Yvonne Granville, M.B., BS., 1946 (Univ. 
Adelaide), Adelaide Children’s Hospital, North 
Adelaide. : 


<i 
—<—— 


Motice. 








PAN-PACIFIC SURGICAL ASSOCIATION. 





Tup fourth congress of the Pan-Pacific Surgical Associa- 
tion will meet in Honolulu from August 30 to September 13, 
1948, with hotel headquarters at the Royal Hawaiian Hotel. 
Further information may be obtained from the secretary- 
treasurer, Dr. Forrest J. Pinkerton, Suite 7, Young Building, 
Honolulu, 9, Territory of Hawaii. 


= 
=< 





THE FEDERAL MEDICAL WAR RELIEF FUND. 





TuE following contributions to the Federal Medical War 
Relief Fund have been received: 


New South Wales. 


P. L. Jobson, A. Muscio (second contribution), £5 5s. 
A. N. Burkitt, £5. 

A. Graham Butler (second contribution), £1. 

Total: £16. 

Grand total: £19,659 15s. 6d. 


<a 
_— . 


Wedical Appointments, 








Dr. J. C. Laver has been appointed General Superintendent 
of the Royal Hobart Hospital, Hobart. 

Dr. E. A. F. McDonald has been appointed government 
medical officer at Oakey, Queensland. 

Dr. P. R. Patrick has been appointed chief medical officer, 
School Health Services Branch, Department of Health and 
Home Affairs, in pursuance of the provisions of The Public 
Service Acts, 1922 to 1945, of Queensland. 

Dr. J. C. Edwards and Dr. M. R. Milne have been 
appointed Quarantine Officers, Commonwealth Department 
of Health, at Wyndham and Broome, Western Australia, 
respectively. 

Dr. C. S. Kerr has been appointed honorary clinical 
assistant to the Surgical Section of the Royal Adelaide 
Hospital, Adelaide. 

Dr. T. E. G. Robertson has been appointed honorary 
medical officer of the Mount Gambier Hospital, South 
Australia. 


_ 
—<——— 


Books Received. 








“The Science and Practice of Surgery”, by W. H. C. Romanis, 
M.A., M.B., M.Ch. (Cantab.), F.R.C.S. (England), F.R.S. 
(Edinburgh), and Philip H. Mitchiner, G.B., C.B.E., T.D., M.D., 
M.S. (London), F.R.C.S. (England), D.Ch. (Durham); Bighth 
Edition; 1948 London: J. and A. Churchill, Limited. In two 
volumes, 93” x 63”. Volume I: General Surgery, pp. 898, with 
many illustrations; Volume II: Regional Surgery, pp. 962, with 
many illustrations. Price: 25s. each volume. 

“The Medical Clinics of North America” (issued every two 
months); 1948. Philadelphia and London: . B. Saunders 
Company. Melbourne: W. Ramsay (Surgical) Proprietary, 
Limited. Chicago Number; 9” x 6”, pp. 308, with many 
illustrations. Price: £5 10s. per annum. 

“The Surgical Clinics of North America” (issued every two 
months); 1947. Philadelphia and London: W. B. Saunders 
Company. Melbourne: W. Ramsay (Surgical) Proprietary, 
Limited. Philadelphia Number and Three Year Cumulative 


Index -(1945, 1946 and 1947); 9” x 6”, pp. 296, with many 
illustrations. Price: £5 10s. per annum. 
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“Minor Surgery”, by Frederick Christopher, B.S., M.D., 
F.A.C.S.; Sixth Edition; 1948. Philadelphia and London: W. B. 
Saunders Company. Melbourne: W. Ramsay (Surgical) 
Proprietary, Limited. 9%” x 63”, pp. 1068, with many illustra- 
tions. Price: 84s. : 


“Factors Regulating Blood Pressure: Transactions of the 
First Conference, April 24-25, 1947, New York”, edited by 
B. W. Zweifach and Ephraim Shorr; New York: Josiah Macy 
Junior Foundation. 9” x 6”, pp. 176. Price: $1.90. 


iin 
——- 


Diary for the Month. 


Mayr 4.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

May 5.—Western Australian Branch, B.M.A.: Council Meeting. 

May 5.—Victorian Branch, B.M.A.: Branch Meeting. 

May 6.—South Australian Branch, B.M.A.: Council Meeting. 

May 7.—Queensland Branch, B.M.A.: Branch Meeting. 

May 11.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. ‘ 

May 13.—South Australian Branch, B.M.A.: Branch Meeting. 


$$ — a 


MWedical Appointments: Important Motice. 











ONERS are requested not to apply for any 

appointment mentioned below without ha first communicated 

with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 

Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary; Man- 
chester Unity Medical and D ns nstitute, Oxf 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
pensary Limited; People’s Prudential Assurance Company 
Limited; Phoenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute; Brisbane City Council (Medical Officer of 
Health). Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Councii before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. ‘ 

Western Australian Branch (Honorary Secretary, 205, Saint 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. <All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


seedaipscntallltisiite, 
Cditorial Motices, 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THB 
MEDICAL JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THB 
MeEpIcAL_ JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THp MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 





of journals unless such notification is received within onée 
month. 


SUBSCRIPTION Ratus.—Medical students and others not 
receiving THE MumpicaL JouRNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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